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poet psychiatry, this one thing may be said without 
fear of contradiction—that it engages the publiec’s in- 
terest far and above any of the other medical specialties, 

Psychiatry has indeed become a popular commodity. 

What is more, every one is horning in on this newly dis- 
covered domain. The playwrights, the oldest among the psy- 
chiatric brotherhood, have rediscovered the subject, and they 
have regaled us with overgrown rabbits, the bosom friends 
of inebriate gentlemen, and with Shrikes, who paint the fury 
of ‘‘woman denied.’’ The New Yorker would be a dreary 
sheet were it not for its cartoons spoofing the psychoanalyst. 
Even the postprandial orators are nowadays more likely to 
open up with a yarn about a psychiatrist than with the old 
chestnuts about the traveling salesman, the farmer’s daughter, 
or ‘‘the Irishman by the name of O’Toole’’! 

A spate of books on psychiatry have been published, written 
for every breed, age, and condition of reader. There are 
books written by those who ‘‘went through it’’ to tell those 
who haven’t ‘‘just how it feels to be analyzed,’’ and what it 
does for you. There are a.score gr morp of popular magazines 
devoted entirely to- psychological themes and problems, and 
their readers run into the millions. 

How is one to account for the public’s consummate interest 
in psychiatry? 

* Presented at the One Hundred and Eighth Annual Meeting of the American 
Psychiatric Association, Atlantie City, New Jersey, May 12, 1952. 
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Certain explanations come at once to mind—explanations 
that are advanced, one must suspect, by the bigoted and the 
ignorant. They say that psychiatry appeals to the prurient 
—that it deals with sex, with sexuality, and suchlike intimate 
items, which in decent society are discreetly hidden. This 
‘‘explanation’’ explains nothing. Psychiatry for certain deals 
with sex and sexuality, and with other intimate phases of the 
living experience, but any one attending a psychiatric lecture 
in the expectation that he will there witness an academic 
burlesque, or watch what in effect might prove to be a mental 
and emotional strip-tease act, is most surely bound to be 
disappointed. 

It is also said that psychiatry appeals to those with a 
penchant for the morbid—that healthy, normal people do not 
bother about their psyches. But this is akin to the comment 
credited to the skeptic who, on learning that his friend was 
considering psychotherapy, exclaimed: ‘‘What? You want 
to go to a psychiatrist? My dear boy, you should have your 
head examined!’’ 

If interest in psychiatry is to be taken as a negative index 
of well-being, then we’d have to admit that ‘‘an overwhelming 
number of people are neither well nor normal.’’ But of 
course that’s nonsense. It is not true that psychiatry appeals 
to the morbid, nor does psychiatry itself deal entirely or ex- 
clusively with morbidity. Psychiatry, like all of medicine, 
began with the sick, with the pathological, but out of its experi- 
ences with disease it has forged an understanding of health 
and of healthy funetion. Like all of medicine, psychiatry now 
aims also to indoctrinate people in normal psychophysiology in 
order to help prevent psychopathology. 

Other explanations are advanced, equally futile and irrele- 
vant, some of which I will touch on as I develop my argument, 
but none of those easy explanations really explains why the 
average, educated, intelligent, and well-informed man and 
woman, the young, the mature, and the advanced in years, are 
so keenly interested in psychiatry. 

The immediate reasons for the public’s interest in psychiatry 
seem to me to be simple enough. In some respects, pecple 
are bewildered, confused, uncertain, and uninformed. They 
turn to psychiatry in the expectation and hope that thereby 
they may find orientation and illumination. They turn to psy- 
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chiatry for knowledge and for understanding in matters that 
are of great importance to them, matters that involve intra- 
as well as interpersonal relations—relations between parents 
and children, between men and women, between young and 
old, between subordinates and superiors, between desire and 
duty, between egotism and altruism, between hedonism and 
conscience. Many turn to psychiatry seeking insight into life’s 
meaning, and a gauge to human values. Many who are not 
sick are yet troubled for want of ease and inner security. 
Some, no doubt, are curious about psychiatry for more urgent 
reasons, because they are at odds with themselves and with 
the world about. They hope psychiatry will show them ‘‘a 
way out.’’ 

These are, to my mind, some of the components of the basic 
reason why people are so deeply interested in psychiatry—- 
because many among them are bewildered, confused, uncertain, 
and uninformed. 

This, however, raises another and, in some «spects, an 
even more troubling question. Why are people ‘‘confused, 
bewildered, uncertain, and uninformed’’? And this further 
leads to a correlated question usually framed thiswise: ‘‘How 
did our great-grandparents get along without psychiatry and 
without psychiatrists?”’ 

Though this is usually asked in skepticism and with an 
implied disparagement, it is, nevertheless, a pertinent ques- 
tion, for it strikes at the very core of the matter. Yet the 
answer to this question appears to be simple enough: the world 
we live in differs radically from that of our great-grand- 
parents. It is more than likely that, did they live now, they, 
too, would be confused. They would be confused because 
they could not find to-day the institutions, the social trusses, 
and the patterns that instructed, guided, and sustained them 
in their days. 

To say that the world we live in differs radically from the 
world of our ereat-grandparents is to voice a something that 
rings like a cliché and is all-too-easily misconstrued. Every 
schoolboy knows that our great-grandparents lived in a world 
that was without the telegraph, the telephone, the radio, the 
electric motor, the gas motor, the automobile, the aeroplane, 
television, vitamins, antibioties, and so on. Every schoolboy 
knows that, and not a few among them, grown up a bit, know 
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also that the wear and tear, the strain, the rush, the com- 
petitiveness of to-day were unknown to our ancestors. 

But significant as these matters may be, they are not what 
I intend when I underscore the difference between our world 
and that of our great-grandparents. { mean, rather, specifi- 
“ally related, but, to my mind, more significant, ‘‘changes.’’ I 
mean, to name them categorically, the disappearance of the 
homestead, the ousting of the woman from her nuclear position 
in the home and family, and the weakening of the power and 
influence of those institutions whose historic mission it is to 
indoctrinate man in the habitudes and practices of altruism. 
These changes are in many derivative ways related to what 
we commonly term the Industrial Revolution, the rise of 
modern capitalist society, and the growth of modern science. 

The standard texts that treat of these revolutionary changes 
do not, to my knowledge, deal with the homestead, woman, or 
religion, or, treating of them, grossly misconceive the quality 
of the changes that were effected. Everything is seen through 
the rosy-tinted delusion of ‘‘progress.’? The petriarchal 
homestead, we are instructed, has given way to the modern 
apartment, with all its conveniences, and woman’s drudgery 
has come to an end, thanks to the washing machine, the dish- 
washer, and the frozen-food counter. And as for Church and 
Religion, we are advised that modern science has made them 
both rather superfluous. 

I do think it will more than repay as to look closely at just 
what did happen to the homestead, to woman, and to our 
religious and ethical institutions, and to observe further what 
bearing all this. may have on current popular interest in 
psychiatry. 

First, as to the homestead. I employ this term in a singular 
sense. I mean by homestead a place where commonly three 
and sometimes four generations lived together, at times in one 
house, more often in a cluster of houses in close proximity. 
Whatever the disadvantages of such close living might have 
been—and our novelists are fond ef portraying them—there 


were certainly iJso some great advantages, so that one who 
grew up as the member of a homestead learned a great deal 
about life, and about life’s ways. For if the family was large 
enough—and families usually were—he had before his very 
eyes a sustained parade of births and deaths, of courtships, 
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matches, and marriages, of successes and of failures, of good 
and bad relations, of quarrels and reconciliations, of frustra- 
tions and attainments—in effect, of all the tints and shades in 
that spectrum of feeling, thought, and wisdom that is encom- 
passed in the are of a full life. But now the homestead has all 
but disappeared, and so, too, has the opportunity to learn, by 
intimate experience and observation, much of the skill and 
wisdom that is requisite to effective living. And we have not 
as yet developed or cultivated any adequate substitutes. 

The story is frequently told of the poor little city-dwelling 
child who thought milk just naturally ‘‘comes’’ in bottles. 
There are many more—and they are not limited to city dwellers 
—who have never seen a woman suckle a child, an infinite 
number who not only have not witnessed this simple act, but 
who could not, try as they might, visualize the concomitant 
satisfaction of the woman and the contentment of the ‘child. 

It may seem odd to affirm that in this ‘‘age of free necking’ 
there are many young who do not know and cannot comprehend 
courtship. But such is the case, for they have never had the 
opportunity to observe it, or to witness it. One can pursue 
this catalogue of deprivations right through the full range of 
life’s conditions and experiences. Men and women who have 
had no intimate contacts with infants or children until their 
own first-born was placed in their faltering hands; the wedded 
young who do not know that the sea of matrimony is only 
occasionally pacific, and who in every familial storm anticipate 
a shipwreck; young men and women who come to adulthood 
with romantic preconceptions, gleaned from novels, the movies, 
and the radio, and who do not understand that living together 
calls for the constant reconciliation of innately legitimate and 
normally divergent drives, interests, and viewpoints. 

When the homestead was the prevailing pattern of com- 
munal living, one could acquire life’s requisite wisdoms and 
experiences as one acquired one’s mother tongue, without 
deliberate effort and without awareness. But now such 
sources of instruction are largely limited—and people perforce 
turn to psychiatry. 

Those socio-economic forces which effected the disintegra- 
tion of the homestead also dislodged woman from her nuclear 
position in the home and thereby produced a most disruptive 
change in the constellation of the family. Once the mainstay 


, 
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of the familial ag »g*te, its most indispensable member and 
most valued and p. ua servant, woman hes been degraded 
to the status of an * equal’’—that is, equal to all liabilities, 
and exempt from no exactions. As the song now has it, 
woman has become ‘‘a some-time thing.’’ 

Much has been written about the social changes that fol- 
lowed in the wake of the Indusiric} Revolu' :on—the growth 
of the city and the spread of its slums, the creation of a 
degraded and impoverished proletariat, the rise of child labor, 
the loss of the crafts and the skills of the hand worker, and so 
forth. But to my mind two consequences of the Industrial 
Revolution have received but scant attention despite the fact 
that they have had the profoundest and most far-reaching 
effects upon the human race. One of these concerns man’s 
food and diet; the other, the position and function of woman 
in the family. I cannot here treat of those most disastrous 
alterations in man’s diet that were consequent on the Indus- 
trial Revolution—alterations that more than any other factor 
were responsible for what the Germans termed ‘‘Zivilisations- 
seuche,’”’ the plagues of civilization—typhoid, cholera, tuber- 
cnlosis, rickets, chlorosis, diphtheria, scarlet fever, scurvy, 
and pellagra, to name but a few. I must rather concern myself 
with the second consequence, the degradation of woman’s posi- 
tion and function in the family. 

For many scores of thousands of years woman was the fons 
et origo of the family. She was wife and mother, nurse and 
teacher. She spun the yarn and wove the cloth. She tailored; 
she gardened for the kitchen and the medicine chest; she it 
was who molded candles, preserved foods against the winter 
seasons, made soaps, cooked, baked, laundered, and tended to 
the hundreds of functions and details that are so vital to the 
- maintenance and welfare of the family. 

She, above all, bore sons and danghters, to be of aid to 
herself and their father, to be their pride, their consolation, 
and their support. Doubtless she worked long hours and 
hard, but for all that she had her rewards, the greatest among 
them, the secure knowledge that she was needed and wanted, 
that she was indispensable in the scheme of the living pattern. 
There was for her, too, the sense of accomplishment, the satis- 
faction that comes with the fulfillment of the primal urge to 
create and to dispense of self in the process. 
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Thus it was for countless scores of thousands of years, and 
it was already an ancient wisdom that found utterance in the 
couplet of the Proverbs: 


‘*A good wife is a crown to her husband; 
3ut one who acts shamefully is like rot in his bones.’’ 


And in The Words of Lemuel: 


‘Tf one can find a good wife, 
She is worth far more than corals.’’ 

All of this, however, has been changed, with and: since the 
Industrial Revolution. One after another of her functions, 
of her utilities in the home, have been taken from her, first by 
the machine, and then also by the mercantile, commercial, and 
social agencies. Now she neither spins nor weaves. She has 
neither greens nor herb garden. She does not bake, though 
she may yet cook. In a word, as some of our feminist and 
liberal friends say eagerly, she has been freed from the yoke 
of household chores. She is a free woman! Free for what? 
Free of her last and ultimate reason for being, to bring forth 
new life! : 

Time past, sons and daughters were the precious material, 
no less than spiritual, assets of a life fully achieved. To-day, 
children are often an economic drain and an emotional liability. 
Not that the love of a child, its gay laughter and troubled tears, 
will less touch our sentient hearts this day than before. 
Rather it is that the companionship of fathers and sons, of 
mothers and daughters, has less amplitude, less pertinence 
to-day, when father is at the office or in the factory, than when 
garden and field, workshop and home, offered a thousand 
oceasions for the doing. of things together. City dwelling 
affords no opportunity for ‘‘ growing up together’’; it provides 
not for the doing of chores—those practice tasks of the young 
that in years past served as the prelude to the adult’s role in 
life-—man and woman alike. 

To all this‘the carping critic might say, ‘‘Well, you know 
life does change!’’ That’s true, yet it is relevant to establish 
just what we mean by life. The external and the environ- 
mental do change. The essentially biological does not, at 
least not so that we can perceive it in our own experience. 

The socio-economic changes dealt with have taken place 
in our sphere within the last one-hundred-and-fifty years. This 
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is but as a moment in the long span of man’s habitation on this 
globe. We then must ask: Can the primal hungers and wants 
of men and women be readapted to fit this changed and chang- 
ing world? Can we with impunity deny, gainsay, block out, 
impede, divert, that élan vital, that upsurging drive that lifted 
man out of the primal ooze and that has through the-wons of 
time brought him to the forefront of creation? Can we, with- 
out paying a fearful price, therefore, meddle with that order 
of relations between men and women that has in the span of 
time yielded us love and song, the plastic arts, poetry, the 
dance, the culture of beauty, of form and color, of adornment, 
of perfume; that has given us courtesy and grace, manners 
and spirit, that has fostered home and friendship, and the 
strong bonds of blood kinship, the Anlage of all that is civil 
and civilizing? Can we? All the available evidence speaks 
against it: witness the so-called Battle of the Sexes, ‘‘ Hate and 
Love,’’ and ‘* Momism.”’ 

To the man from Mars—for he alone could be considered a 
true outsider—it would appear that woman, so largely de- 
prived of her God-given prerogatives, is seeking retribution in 
a frenzy of aggressions and frustrations. I will not attempt 
to catalogue them. I need only note them, and thereby give 
one added: account of the reason why so many thoughtful, 
earnest, and troubled men and women are interested in and 
turn to psychiatry. 

Now I need turn to the third major change that so markedly 
distinguishes our world from that of our progenitors—the 
decline in prestige and power of those institutions whose 
primary function it is to indoctrinate man in the habitudes and 
practices of altruism. I mean primarily religion and the 
church, intending by the latter every order of congregation 
and place of worship, though among the indoctrinating insti- 
tutions one could and should include also the enlightened pro- 
fessions and the universities. But this subject is all too vast 
to be encompassed in its entirety. I must, therefore, limit my 
comments to religion and the church, and more to the church 
than to religion. 

It is well known that to our great-grandparents, to those 
whose maturity was attained in the first decades of the last 
century, religion was a living reality and the church a vital 
institution. Apart from the more doctrinal subtleties about 
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which, I am persuaded, they bothered little and rarely, and 
except for the fanatical groups and sects, religion offered a 
broadly humanistic philosophy of fellowship, goodness, char- 
ity, justice, faith, and love. 

Refurbished weekly in the Sabbath sermons, these values in 
life and living, these sanctioned goals of being, were the con- 
stants by which the individual could take stock of himself and 
of the world about. It mattered little if he took them not too 
much in earnest, or if he observed the letter and missed the 
spirit. At least they were there, constant, firm, and unaffected 
by violation and neglect. He could return to them, like the 
prodigal son to his father, in the days of his need. 

The church, too, was ever present, truly the place of com- 
munion, not only for man and God, but also for man and man, 
for man and woman, for maid and lad. Within its walls, in the 
encompassments of its walks, in its adjacent cemetery where 
the dead of the past were a part of the living present, there 

ras played the full gamut of life’s song. 

Few among us to-day can fully appreciate the réle that the 
church and the synagogue played in the lives of our ancestors. 
The place of worship served for more than worship. It was 
where acquaintances were made and friendships were en- 
gendered. It was where romance insinuated its sparkling, 
bright spirit, to give temporal pertinence to the timeless 
verities. It was where courtships were often first inspired 
and ultimately sanctioned. In the place of worship each com- 
muniecant could observe the sabbatical parade of the com- 
munity and gain therefrom both the orientation derived from 
the full awareness of all about and also that most reassuring 
sense of being one of and among the many—that is, of 
belonging. 

The place of worship, its minister, and its congregation 
served man’s mundane as well as his spiritual needs. The 
church was an instrument of charity and of mercy. It sue- 
cored the orphan and sustained the widow.. It cheered the sick 
and consoled the bereft. It tempered the galling guilt no less 
than it goaded the slothful conscience. It reconciled the 
estranged and fostered justice. It gave refuge to the perse- 
cuted and aid to the abused. It was, in a word, a realm apart, 
wherein by his own efforts, and with the aid of the anointed, 
man could reconcile the temporal with the timeless, the mortal 
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with the immortal, the particular with the transcending, and 
thus achieve an effective relationship with both, the immortal- 
ity antecedent to his earthly advent and to that beyond his 
demise. The church helped our ancestors to understand even 
when they did not know. It is tempting to affirm that we know 
where we do not understand. 

Such was the church to our ancestors. But it plays no like 
role in our lives. Why? That’s too large a question to treat 
in so brief a discourse. For the reasons are many, and some 
of them are very intricate. Besides, our obligation is to define 
the change, not to account for it.. We need to recognize that 
the security and the insights that our forefathers gained 
through and from the church are not vouchsafed us to-day. 

And this, too, explains why so many intelligent, well-in- 
formed, and earnest men and women are interested in and 
turn to psychiatry. They hope to find in it the biologie counter- 
part of the ‘‘moral law.’’ They seek to discover in psychiatry 
the rationale of those values which formerly were current as 
doctrinaire injunctions. They seek to discover the mortal 
mainspring of hope, love, and charity, and also of evil. They 
seek to be oriented as to the purpose and meaning of life and 
of life’s experiences. 

I am persuaded that more men and women are moved to 
inquire into psychiatry for these than for any other reasons. 
The phenomenal popularity of the books seeking to reconcile 
religion and psychiatry attests to the soundness of this persua- 
sion. Man is a creature that lives by values, no less than by 
bread, and of late too many of his traditional values have been 
east into doubt. In the cataclysmic upheavals of two world 

vars, goodness, love, charity, mercy, truth, humility, brother- 
liness, have been violated and.mocked. There is current a 
highly organized, energetic, and cunningly resourceful propa- 
ganda which makes the homely virtues and the religious 
persuasions and faiths of our fathers appear like a compound 
of neurotic anxiety, infantile delusion, political-eeconomic 
naiveté, and mean escapism. Many who are caught in the 
tension field of this propaganda seek refuge in doctrinaire 
bigotry; hence the resurgence of orthodoxy in morals and 
religion. But many more, I believe, are seeking to under- 
stand, and they find a source of orientation in psychiatry. 

T cannot leave this theme without elaborating several other 
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related items. Science too often has been charged with having 
done violence to man’s faith in God and religion. Psychiatry 
itself has been accused of gross materialism, of seeking to 
explain everything, thus leaving nothing to the divine myster- 
ies. These charges are basically unwarranted. The primary 
aim and function of science—and within science we include 
psychiatry—is to add to man’s knowledge concerning the 
universe and concerning himself im the universe. There is 
not and there cannot be a conflict between science and what 
is termed religion. There can only be an issue on the score of 
knowledge affirmed by science, and of that knowledge denied 
or contradicted. 

It would be futile to deny that this order of conflict does 
involve both scientists and—may I call them—religionists. 
And it would be much less than candor did I not give it as my 
opinion that the fault lies most often with the religionists, who 
were loath to admit error and laggard in adapting their 
accounts and practices to conform to the sound data of science. 

T underscore this point because I am persuaded that the loss 
in prestige and influence suffered by the institutions whose 
function it is to indoctrinate man in the habitudes and practi- 
ces of altruism was in some measure due to their unreadiness , 
to adjust their historical and doctrinal accounts to conform 
to the data of science. More understandable, however, was 
their laggardness—and I presume also their inability—to 
adapt themselves to the changed conditions and circumstances 
of our individual and communal lives. 

The church was once the place where music was written and 
rendered, where the staged spectacle taught both the doctrine 
and the mystery, where the painter adorned the walls with his 
graphic portrayals of Old and New Testament scenes, where 
valligraphy was practiced and taught, where the young learned 
their alpha and beta, and the more advanced students the 
cumulative knowledge and wisdom of the ages. Here, in a 
word, the liberal arts were cradled and nurtured. The church 
was to its congregation, to the community, club, theater, opera, 
museum, library, school, welfare agency, nursing service, 
foundling house, ‘‘funeral parlor,’’? and much, much more 
besides. In time, and mainly in recent years, these many and 
varying functions of the church have been taken over by lay 
groups and institutions. And the church lost out! 
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You must not conclude from this that I favor a return to 
the past, and that I advocate the abolition of all those profes- 
sional lay groups who nowadays perform so skilfully the tasks 
and services previously rendered by the minister, the minis- 
ter’s wife, the men’s committee, and so on. That is not my 
intention. It is rather this—that having perforce surrendered 
its many ancient functions, the church should have found new 
means wherewith to serve man and to tie him meaningfully to 
itself. In this respect it has been laggard, but there are en- 
couraging signs of a mounting concern and activity in these 
directions, the best among them, the increasing number: of 
clergymen, of all faiths, who are themselves becoming lay 
students of psychiatry. 

In these last comments I may have sounded a little like a 
scold, but I disclaim any such intention. It is not my ambition 
to quarrel or to reprove. I mean only to illuminate. And if I 
sound critical, it is for the purpose of laying the basis for my 
concluding observation. 

I have attempted to account for the prevailing widespread 
interest in psychiatry by the phenomenal disruptive changes 
which man and his world have suffered during the past hun- 
dred-and-fifty years. These changes have confused and 
bewildered men, and many among them are now seeking 
orientation and understanding in psychiatry. I have drawn 
attention to three particularly significant changes: the disap- 
pearance of the homestead, the degradation of woman’s posi- 
tion in the family, and the loss in prestige and power of the 
institution that in times past effectively taught and fostered 
man’s altruism. 

In elaborating all this, it was never my intention to suggest 
that psychiatry does or can offer an effective substitute for 
any of the resources that have been lost. The psychiatrist, 
be he ever so learned, skilled, and gifted, can only hope to 
help correct the resultant faults, but cannot really make 
amends for the inadequacies of individual, familial, and com- 
munal life. The quiet, isolated, and permissive atmosphere 
of the psychiatrist’s consultation room is most effective as a 
therapeutic arena, but it cannot amend the want of a happy 
childhood experienced in the bosom of a healthy family. The 
psychiatrist may help the patient to achieve an effective 
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reconciliation with a cruel or exacting reality, but it lies not 
in his power to temper the reality, past or present. 

These observations are not intended to dwarf or to dis- 
parage the psychiatrist’s competences for good, but rather to 
define the scope of that good. Psychiatry is not an Ersatz 
for religion, for love, for achievement in the requisites of 
manhood or of womanhood. It is not a consolation for the 
defeated, nor a crutch for the crippled. It is a disciplined 
science that explores and expounds the mechanisms and the 
dynamics of human motivation and behavior. It is a science 
that bridges biology and sociology. Because of its catholic 
scope, psychiatry is uniquely competent to illuminate many of 
the problems that beset and trouble every man. 

And this, above all, accounts for Everyman’s interest in 
psychiatry. ; 

One final note. It is not my intention to pretend that 
psychiatry is the most erudite and sage of disciplines; that 
it will, like the Delphian Oracle, give answers to all questions 
and unravel all mysteries. There is so much, so very much 
beyond its ken, and in that much, the sublimity and grandeur, 
no less than the transcendingly tragic essences, of life. I do 
not want to claim.too much for psychiatry. That were a folly 
too easily discerned. I mean only to define the reasons why 
the troubled and bewildered can and do find some measure of 
insight into the derivations and nature of the problems that 
beset them and us in contemporary society. In that insight 
they and we may perhaps learn how to resolve those problems 
and thus attain a more satisfactory and more effective exist- 


ence, 
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HIS paper is a brief report on the results of the investiga- 

tions that have been in progress during the past year 
under the sponsorship of the Committee on Research in 
Dementia Praecox, of the National Association of Mental 
Health. Our current program includes seventeen projects, 
operating under the direction of investigators of high standing 
in leadership and ability, not only in the field of dementia 
praecox, but in scientific research in general. Funds for the 
program are provided by the Supreme Council, 33° Scottish 
Rite, Northern Masonic Jurisdiction. 

Thanks to the generous action taken by the Supreme Council 
last year in increasing our allocation, it was possible to add 
four new projects to our program and to increase the funds 
granted to some of the investigations previously supported, 
whose significant contributions in the past and highly promis- 
ing plans for the future warranted an extension and intensifi- 
vation of their research. 

The seventeen projects cover a broad range of investigative 
procedures, including physiological, biochemical, endocri- 
nological, psychological and sociological areas. At the same 
time, in keeping with our accepted policy, we have directed 
our efforts toward a codrdination of activities and of focusing 
the research on the central core of our program—namely, a 
better understanding of the nature and causes of dementia 
praecox, with the ultimate goal of more successful treatment 
and prevention of this disease. 

It seemed reasonable to start out with the presentation of 
a group of projects centered around an area that, in the last 
few years, has gained particular prominence in medical re- 
search in general—namely, study of the functions of the 
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endocrine glands, particularly the adrenal cortex and the 
systems in the body that are related to it. The broad applica- 
bility of Cortisone and ACTH in the treatment of a large 
variety of diseases, and the remarkable effects it has had in 
_the treatment of some chronic conditions that have hitherto 
been regarded as incurable, has created a great deal of interest 
among psychiatrists, particularly those working in the field of 
dementia praecox. This area of research has occupied the 
attention of some of our investigators for a number of years, 
but more recently the development of new methods of pro- 
cedure and the discovery of new facts about the function of 
these glands have resulted in greater interest and more 
effective work. 

Six of our projects have been directly concerned with this 
area of investigation. Some of these have been added to our 
group more recently, others have been in progress for some 
time. 

Since the present phase of this subject is still in the early 
stages of development, it is of great importance to devise 
scientifically adequate methods of experimental procedure, 
and some of our workers have been sug¢cessful in perfecting 
such new methods. Thus, the project that is being carried on 
at the University of Utah is particularly concerned with the 
perfection of reliable methods of measuring the substances 
secreted by these glands in the body fluids both of normal 
persons and of patients suffering from dementia praecox. 
Wide interest was attracted by the work of this group when 
it was reported at a recent national conference, and our in- 
vestigators were able to report new findings in the pathology 
of this disease by the utilization of their method, bringing us 
nearer to an understanding of the influence that disturbances 
of these glands have on the development of this illness. 

A similar contribution was made by the group sponsored by 
our committee at the University of Iowa, and another one that 
is being carried out at the Worcester Foundation for Experi- 
mental Biology. 

The group at Worcester has been successful in producing 
these substances by the perfusion of adrenal glands, both in 
animal experiments and following operations on patients. In 
this way, they have been able to determine more exactly the 
pathological findings in diseases involving these glands and, 
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at the same time, with their animal experimentations, they 
have been able to develop new methods of producing these 
substances on a large scale, so as to make them available for 
treatment of conditions in which the secretion of these glands 
is below the normal amount necessary to preserve health. 
During this last year, they have also been engaged in activities 
jointly carried out by them and by workers in the University 
of Chicago in perfecting surgical procedures for the removal 
of the glands in cases in which the production of substances 
deleterious to human health was demonstrated. 

At the present time, the use of Cortisone and ACTH has 
spread to a large variety of diseases, some of which, such as 
asthma and arthritis, are psychologically closely related to 
the disturbances that are found in dementia praecox. It is 
obvious that in conditions of this type, in which the use of 
these drugs has been proven to be highly successful, there is 
an opportunity to learn a great deal in regard to the possibility 
of furthering our knowledge of the nature of dementia prae- 
cox. A project of this type was started during the year at 
the Massachusetts Memorial Hospitals. It concentrated 
particularly on cases of asthma and other allergie conditions 
in which psychological disturbances closely related to that of 
dementia praecox have been observed. Here, again, new 
methods.of procedure in the measurement of these substances, 
as well as in the study of the psychological and social stresses 
that contribute to the disease, have given us new concepts of 
the causes of dementia praecox and the possibility of develop- 
ing methods that could be used both in treatment and in pre- 
vention of the disease. 

A number of other systems in the body are very closely tied 
up with the function of the adrenal cortex, one of the most 
important of these being the adrenal medulla. There is ample 
evidence that these two organs are mutually interdependent 
and, at the same time, that they are both affected in a number 
of diseases, including that of dementia praecox. One of the 
projects we are sponsoring at the Boston Psychopathie Hospi- 
tal has contributed a number of important discoveries in this 
field. It is of interest to note that here, too, relationships have 
been found to exist between the disturbances in both of these 
glands in dementia praecox and in asthma. 

Thus it is evident that all of the projects discussed so far are 
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closely integrated, and in all of these investigations, studies of 
the biochemistry and physiology of these glands are proceed- 
ing in close relationship with studies of psychological and 
sociological stresses that are of importance in influencing the 
function of these glands, as well as the clinical manifestations 
of the disease. 

As we proceed from this area into other aspects of our 
investigations, it is of interest to note, at this point, that 
another one of our recently started projects, at the Bradley 
Home in Providence, has concerned itself with the study of 
the function of these endocrine glands in children who are 
showing early signs of dementia praecox. It is obvious that 
any contributions we can make to the understanding of this 
disease in its incipiency will be of particular importance, both 
as regards basic research dealing with the fundamentals of the 
disease, and the possibilities of gaining control of such con- 
ditions at an early stage when the devastating effects of these 
disturbances may be arrested before they have caused too 
much damage and been rendered irreversible. This attempt 
to concentrate at least part of our efforts on the study of 
conditions of this type early in life brings up two other areas 
that have received our close attention. 

The development of such disturbances in early childhood 
‘an be conceived as taking place on the basis of two factors: 
(1) a certain constitutional weakness which some children may 
have brought with them into the world and which makes them 
particularly vulnerable in their adjustment to life stresses; 
and (2) environmental stress situations that are apt to be 
especially damaging in cases of such vulnerable constitution. 

The first of these two factors has been studied for a number 
of years by one of the foremost geneticists in this country, 
working at the New York Psychiatric Institute. During the 
last year an increase in our grant to this investigator enabled 
him to start on an investigation of these constitutional factors 
in young children. The group of investigators working with 
him have been able to organize a systematic program in the 
state of New York through codperation with a number of 
agencies working with adjustment problems in children. For 
a number of years this scientist and his associates have been 
supported by our grants in the study of genetics in adults. 
This background renders him especially capable of attacking 
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the problem at its very foundation in the study of young 
children. 

On the other side of this picture are the investigations that 
are being carried on for the purpose of determining the nature 
of the psychological and social stresses that may interact with 
the constitutional factors in producing the disease. Two 
projects that we have been supporting for some time are 
especially concentrating their efforts on this phase of the 
work. A great deal of progress has been made by the group 
working at the University of Toronto, especially through the 
connections this group has been able to establish with the large 
community resources in that city. They have been able to 
demonstrate the effects of damaging experiences in early child- 
hood, such as stresses exerted by unfortunate family and home 
situations, or those in the school and in the neighborhood, 
which, in the case of a great many children, particularly those 
who are more vulnerable, leads to their withdrawal from active 
adjustment, creating a situation that may lead to the develop- 
ment of dementia praecox. 

Their program includes not only the purely scientific attempt 
to discover the factors that contribute to disease, but also 
experimental investigations of possible means of influencing 
these conditions in such a way as to prevent further spread 
of the process into a full-blown mental disease later in life. 

A closely related investigation is the one carried on at the 
Children’s Center in Roxbury, where a simultaneous study is 
heing made of children who show early signs of the disease 
and normally developing children in the ‘‘well-baby’’ clinies. 
Here, again, it has been possible, during the course of the 
investigation, to gain a better understanding of the psycho- 
lagical and social factors that tend to produce the disease by 
comparing the life histories of these children with those of 
children in whom such deleterious effects are not present. At 
the same time the investigators are working toward the de- 
velopment of a sound program for treating children who have 
begun to show signs of the disease, so as to arrest its perni- 
cious progress and prevent it from developing into a chronic 
ailment. A number of these children have actually been able 
to return to a better adjustment in the community at the 
conclusion of the treatment. 

In. order to grasp the fundamental facts in regard to the 
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structure and function of the organism that may be the ground- 
work of the development of this disease, it is essential to con- 
tinue basic research into the anatomy, physiology, and bio- 
chemistry of living organisms. This has been accomplished 
in our program by several of our investigators. A new project 
that has been started at the Johns Hopkins University is 
primarily concerned with the study of certain parts of the 
brain whose removal or impairment can lead to the de- 
velopment in animals of behavior disturbances that are very 
closely related to the types of disturbance the physician 
observes in sick human beings. Outbursts of anger, hostility, 
panic, in animals in which certain specific parts of the brain 
have been damaged or removed, help us to gain greater 
insight into what may be taking place in some of our patients 
and, at the same time, to understand the nature of the process 
that takes place in certain surgical procedures that are now 
being used in the alleviation of a number of mental diseases, 
including dementia praecox. 

Closely related to this are the studies carried on by several 
investigators in the biochemistry and physiology of the nerv- 
ous system. A project that we have been sponsoring for some 
time at the Washington University in St. Louis has resulted 
in important contributions to the understanding of the electro- 
physielogy of the nervous system and the manner in which 
impulses are developed and conducted in the nervous system 
of animals as well as human beings. It has also demonstrated 
the difference in the nature of these processes in the normally 
functioning organism and the organism 'that is pathologically 
affected. 

The question of the utilization of certain chemical substances 
in the normal and diseased metabolism of the nervous system 
has been further followed by the projects being carried out 
at the University of Pennsylvania and the Johns Hopkins 
Physiological Laboratory. These projects are concerned 
particularly with the chemistry ‘and physiology of oxygen 
metabolism, and the effects of deprivation of oxygen or a 
superabundance of it on the behavior and general function of 
the human being. One of our projects at the University of 
California has continued with the study of the effect of electric 
convulsions on animals, the manner in which they affect the 
whole life of the organism, the damage they may cause, and 
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the therapeutic effects they may have in cases of disturbed 
behavior. This is of especial importance in view of the wide- 
spread use of such a procedure in the treatment of a high 
proportion of dementia-praecox patients. 

Another project, at Columbia University, is concerned with 
the importance of certain chemical substances known as en- 
zymes and the influence they exert on the function of the 
central nervous system and thereby on human behavior and 
adjustment. 

Finally, our project at the Henry Phipps Clinie in Baltimore 
has been carrying on a series of broadly conceived investiga- 
tions into the process of psychiatric treatment of patients 
suffering from dementia praecox. The nature of the particular 
methods used, the manner in which different workers use these 
methods, and the effects of both on different types of reaction 
pattern in the disease, are generally emerging as important 
factors in the ultimate success of the treatment of this disease. 

Notwithstanding the fact that our general policy, at the 
present time, is to concentrate our efforts in an integrated 
fashion on an attack on the disease, dementia praecox, we are 
still on the alert in making use of scientific by-products ‘as 
they cross our path. Discoveries that are made in the search 
for a better understanding of dementia praecox, no matier 
how much we focus on this particular area, cannot help but 
bring also better understanding of other diseases. Our studies 
of asthma, in addition to furthering our knowledge of dementia 
praecox, will obviously help in the understanding of asthma 
and allied conditions. The development of methods for mass 
production of the substances secreted by the endocrine glands 
will, of course, be of great use in other diseases that are in- 
fluenced by disturbances in these glands. This is also true of 
the results of our studies of children, since they have already 
been found to be of as much importance in bringing about a 
better understanding of problems in child behavior in general 
as they have been in furthering our insight into the nature of 
dementia praecox. 

The significant results achieved by the investigations sup- 
ported by the Supreme Council of the 33° Scottish Rite Masons 
have led to a broadening of the field both by introducing new 
methods of research and by attracting new scientists into this 
field. In a recent survey conducted in the United States and 
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Canada I have found a number of well-organized plans for 
research, in institutions most adequately equipped to under- 
take the investigations, directed by highly capable and enthusi- 
astic workers, 

It is encouraging to find that in most cases the grants made 
by our foundation have stimulated the interest of others and 
that our investigators have been able to broaden their research 
activities through funds both from federal and from private 
sources. It is hoped that the Supreme Council will continue to 
function in its role of leadership in this field, and that, by 
broadening its own scope of attack on this important problem, 
it will encourage other benevolent organizations to serve 
humanity in its fight against disease. 





TRAINING IN THE PSYCHIATRIC 
DISCIPLINES * 


GEORGE 8. STEVENSON, M.D. 


Medical Director, The National Association for Mental Health 


HE National Association for Mental Health is a citizens’ 

voluntary association. As citizens, we are appropriately 
concerned that the mentally ill shall have good service from 
the psychiatric disciplines. We should, therefore, do every- 
thing we can to strengthen these disciplines by giving them 
good working conditions, adequate preparation for the per- 
formance of their duties, and a better and greater body of 
scientific knowledge with which to work. This means better 
hospitals, better training, and more research. 

The psychiatric disciplines include all those who deal directly 
with the patient as such—the attendant, psychiatric aide, or 
psychiatric technician, who is on hand to serve the patient on 
the ward day in and day out; the nurse, who in state mental 
hospitals serves in an administrative and supervisory function 
over the ward service and gives little, if any, direct bedside 
service; the psychiatrist, who is responsible for all that hap- 
pens to the patient in the hospital, including his treatment, 
whether rendered directly or through the nurse or aide. Then 
there are the collateral functionaries who operate through 
the doctor, the nurse, and the aide. These include social 
workers, hydrotherapists, occupational therapists, psycholo- 
gists, and other special therapists. With the separation of 
the patient from the hospital, the team shifts from doctor- 
nurse-aide to doctor and social worker. ; 

The time was when all of these psychiatric disciplines 
secured their professional training in a rather hit-or-miss 
manner, They were engaged for and primarily preoccupied 
with service to the patients, and training was left pretty much 
to the trainee to work out for himself. There was too little 
supervision and too little planned education. This ‘‘training’’ 
was sometimes sold to the trainee in attractive wrappings 

* Presented at the Second Annual Meeting of The National Association for 
Mental Health, New York City, November 17, 1952. 


99° 


ew 





TRAINING IN THE PSYCHIATRIC DISCIPLINES 23 


without too much substance inside. It was essentially an 
apprenticeship that tended to disguise the use of the trainee 
as cheap labor. Until recently even formal approval of a 
hospital for residency meant little that was positive ; it meant 
that merely the very poor hospital was rejected. 

Some twenty-four years ago, The National Committee for 
Mental Hygiene, now one of the components of The National 
Association for Mental Health, took steps to improve this 
situation. It collaborated with the American Psychiatric 
Association in forming a committee under whose auspices 
an attempt was made to raise the level of psychiatric education 
in medical schools. 

Under the influence of this program, important advances 
have been made. I recall being asked in 1926 to lecture on 
psychiatry to the students in one medical school, it being indi- 
cated that this was all the psychiatry they would get. I was 
allowed ten minutes. In most medical schools the number of 
hours devoted to psychiatry in the curriculum have been 
increased, but, more important, the design of psychiatric 
education has been reconsidered and now tends to provide the 
psychiatry that will be needed by every doctor, instead of 
attempting to produce a specialist. The training of specialists 
has come to be thought of as a postgraduate task, carried on 
mainly through well-designed experience in a mental hospital, 
called a residency. 

In 1939, The National Committee for Mental Hygiene, took 
additional steps to improve the residency, keeping within the 
bounds of legitimate citizen functioning. It followed three 
postulates: (1) that the hospital should design its training 
program and spell it out on paper; (2) that the training 
should be a part of the compensation of the trainee and con- 
stitute a commitment to him, so that if the hospital fails to 
deliver on its promise, the trainee can appropriately consider 
himself cheated; and (3) that the trainee would be informed 
as to what to expect in the way of training, so that he can tell 
whether the commitment has been honored. 

In codperation with a number of leading hospitals, a 
schedule was developed to be used by hospitals in setting down 
on paper what they offered residents. It was then sent to all 
mental hospitals to be filled in. The training in some 125 
hospitals was thus compiled in a book, which was made avail- 
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able to all senior medical students and internes who might be 
considering the field of psychiatry. The Committee on Psy- 
chiatric Education of the American Psychiatrie Association 
formulated a statement for this compilation to serve as a 
guide to the applicant in choosing a residency. 

Since that time the quality of our best residencies has 
greatly improved and they have increased in number. This 
was in no small measure due to the serious planning of psy- 
chiatric education during the war and the opportunities offered 
by the Veterans Administration through excellent leadership 
in Washington and through collaboration with medical centers. 
To-day much more is expected of a residency than ever before 
and the inspection of hospitals for approval is becoming more 
stringent. Recently a number of hospitals have lost this 
approval. These are hospitals which are not aware that the 
‘old order changeth giving place to the new.’’ , 

New patterns of psychiatric residency are now appearing. 
Most important among these is the tendency to get away from 
the institutional concept of a residency in which the whole 
training is given in one mental hospital, and, instead, to think 
of it as a varied training in a number of institutions and out- 
patient services as preparation for the full range of duties 
of a psychiatrist. Massachusetts has developed an especially 
interesting training program along these lines, and The Na- 
tional Association for Mental Health is fortunate in having 
on its board a man who has played a large part in this—Dr. 
William Malamud. 

In another way The National Association for Mental Health 
has been very much involved in psychiatrie education. As 
far back as 1923, one of its member associations, The National 
Committee for Mental Hygiene, offered fellowships in child 
psychiatry. This confronted it with a responsibility that is 
not entirely appropriate for a citizens organization. It was 
required to make decisions as to what should be the prerequi- 
sites for training, what constitutes a good training program, 
and what centers should be approved for training. It carried 
out this inappropriate function merely because no other 
organization was prepared to take it on and so it might be said 
that it acted by default. But several years ago it moved to 
correct this situation by encouraging certain outstanding 
clinies to join together in a professional association that would 
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assume the responsibility for establishing prerequisites for 
training, the content of training, and the approval of training 
centers. Karly this year The National Association for Mental 
Health was able to pass on to this American Association of 
Psychiatrie Clinies tor Children the full responsibility for 
these three functions. 

About two years ago The National Association for Mental 
Health also relinquished its long function of providing psy- 
chiatrie fellowships, made possible by grants from the Com- 
monwealth Fund, as the National Institute of Mental Health, 
under the National Mental Health Act, had shown that it could 
go far beyond a voluntary organization in making such pro- 
vision. 

Throughout our experience with fellowships, the number of 
applicants has always been meager. Now, due to the improve- 
ment both in basic medical and in basie psychiatric education, 
the number and quality have improved. The interest of young 
physicians in psychiatry has materially increased. It was the 
need for this more basic preparation that impelled us twenty 
years ago to focus on the medical school. 

Two years ago the American Psychiatrie Association took 
another step forward in.hold = a conference, along with the 
deans of medical schools, to consider psychiatrie education in 
medical schools, and in this I was glad to be a participant. 
This conference was financed by the National Institute of 
Mental Health under the National Mental Health Act of 1946, 
which we had a large part in bringing about. 

Recently, a second conference on psychiatrie education was 
held, this time focused on the preparation of career psychi- 
atrists—that is, specialists. In this also I was privileged to 
participate. Through these conferences advances have been 
reached relative to psychiatric education. These The Na- 
tional Association for Mental Health is determined to promul- 
gate in every way possible. That is its rdle in the team. It 
will bring them, properly interpreted, to the attention of state 
associations for mental health and to related professions whose 
training parallels or dovetails with that of psychiatry. It 
will formulate a list of experts to whom those who are planning 
programs of psychiatrie education will be referred. 

The National Association for Mental Health is concerned 
that every hospital should be a training center. The Veterans 
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Administration has shown how a well-conceived training 
program tied in with a medical center raises the quality of 
service rendered by the hospital and keeps it on its toes 
scientifically. The National Association for Mental Health 
has formally concluded that ‘‘any hospital is a better hospital 
when it becomes a training center and that it is a responsibility 
of national, state, and local mental health groups to promote 
training programs where they do not exist and where they 
could be advantageously introduced; that The National Associ- 
ation for Mental Health looks to the Conference on Psychiatric 
Education as the responsible body to formulate principles and 
standards of psychiatric education and that it recommends 
the study of the report of that conference as soon as it is 
available.’’ It has, in fact, spelled this out as one of the 
specific points in its authorized program. 

But a training hospital should offer training not only for 
psychiatrists, but for all psychiatric disciplines. The nursing 
personnel of state hospitals is to-day but a small fraction of 
the number called for in the standards of the American Psy- 
chiatric Association. This is a matter of grave concern to us, 
and our concern is expressed in large part by our having a 
member of our staff on three important committees within the 
nursing field—the Committee on Improvement of Nursing 
Services, the Mental Hygiene Committee of the National 
Organization for Public Health Nursing, and the Committee 
on Psychiatric Nursing of the National League of Nursing 
Education. With the merger of the nursing organizations last 
spring, these last two committees were combined. One of 
them has to do with the development of personnel to serve as 
mental-health consultants in the field of public-health nursing, 
and since it began its work, a number of university training 
courses for such personnel have been established. The second 
is concerned with the nursing of psychiatric patients primarily 
in our mental hospitals. 

As in the field of medicine, a distinction is being made 
between the full training of a psychiatric nurse and the affiliate 
course of some three months or so in which a student nurse 
gets the psychiatric component of her training. This is basic 
nursing education and is not intended to produce psychiatric 
nurses. The affiliation, however, is too often inadequately 
designed and apt to result in the use of the student as cheap - 
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labor. The nursing field is very conscious of this tendency 
and is dealing with it vigorously. 

Preparation for the specialty of psychiatric nursing has 
advanced primarily during the past ten years under the leader- 
ship of the American Psychiatric Association, which is now 
accrediting training centers for this specialty. 

In the nursing field as a whole, the perspective of leaders 
has greatly increased, so that they are taking into account all 
categories of nursing personnel and not just, the graduate 
nurse, They have already gone on record, for example, as 
approving the principle that the trained practical nurse, 
where qualified, should be helped to move on into the nursing 
field with a minimum loss through duplication of her original 
training. 

The psychiatric aide, of course, has been a major interest 
of The National Association for Mental Health for some years. 
Opinions differ as to whether the psychiatric aide is one 
classification of nursing personnel or not, but there is a 
generally accepted axiom that the quality of service rendered 
by any institution is largely determined by the quality of the 
personnel who function most closely to the individual served. 
The citations offered for the Psychiatrie Aide of the Year 
Award reflect in the good aide a personal quality, at present 
not clearly defined, which not only helps him to understand 
patients whom sometimes the doctor and nurse do not under- 
stand, but to do things for the patient that are especially help- 
ful. These are qualities that are secured rather by selection 
than by training, but there appears to be some degree of non- 
verbal transfer of these qualities from the experienced to the 
inexperienced trainee who works under him. 

In 1944, the interest of The National Committee for Mental 
Hygiene in the psyehiatrie aide was greatly increased, and 
-through its interest training programs for psychiatric aides 
have been initiated and improved in quality. Through the 
personal consultation given oy Mr. Paul Harris, of our staff, 
and through the magazine, The Psychiatric Aide, many ad- 
vances have been made. These came to a head recently in 
three conferences in which the American Psychiatrie Asso- 
ciation and The National Association for Mental Health 
joined hands in bringing together some twenty-five persons 
to exchange viewpoints and arrive at certain understandings, 
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if not agreements, on steps to be taken in improving the train- 
ing and the general lot of the psychiatric-aide. The first of 
these was held at the Peoria (Illinois) State Hospital in 
October, 1951; the second at the Manteno (Illinois) State 
Hospital, January, 1952; and the third at the Larue D. Carter 
Memorial Hospital, Indianapolis, last October. 

There are some who consider the psychiatric aide merely as 
an expedient to cover the shortage of psychiatric nurses. Most 
of us cannot agree with that viewpoint, and have recognized 
that the psychiatric aide existed prior to psychiatric nursing, 
and that even if psychiatric nurses were available in full 
supply, the psychiatric aide would still be the appropriate 
functionary for the position that he fills. In any case, the 
qualified psychiatric aide has legitimate aspirations which 
he should be helped in realizing : 

1. He wants to be respected as a member of a team, doing 
a serious job for a patient. 

2. He wants to be technically qualified to perform the fune- 
tions with which he is confronted in service to the patient. 

3. He wants to have an opportunity to advance profession- 
ally, perhaps similar to the opportunity that has been afforded 
the practical nurse. The American Psychiatrie Association, 
recognizing the fact that the ultimate responsibility for the 
psychiatric patient rests with his psychiatrist, is taking this 
seriously, and I have no question that important steps are in 
the offing. 

There are three other professions in the psychiatric disci- 
plines which I will not attempt. to deal with at this time. They 
should be of concern to us, but we have not had the resources 
with which to express our concern. I mentioned above that 
there are collateral services given by psychologists, occupa- 
tional and recreational therapists, and hydrotherapists, and 
so’ on. 

There is also the psychiatric social worker. To this pro- 
fession we have given more attention in the past than at 
present. In fact, this association played an active part in the 
establishment of the first training for this profession and Dr. 
Marion EK. Kenworthy, of our board, has been identified with 
it during the full span of its growth. Both she and I have 
served as chairman of the American Psychiatrie Association 
Committee on Psychiatric Social Work, which has worked 
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closely with the American Association of Psychiatrie Social 
Workers and spelled out a number of advances in training 
and in the functioning of the psychiatric social worker. 

Within the field of social work, there is currently some tend- 
ency to neglect the distinction between psychiatric social work 
and the psychological elements that enter into all social work. 
This is the counterpart of a distinction that exists also in 
nursing and in medicine. There is danger that the distinetive 
function of the psychiatric social worker may become lost in 
the confusion and it is a responsibility of this association, 
along with psychiatric-social-work leaders, to see that this 
does not take place. Psychiatrie social workers are present 
in our state hospitals to-day in just about the same inadequate 
ratio as nurses. If the isolation of our state hospitals, as 
many of us believe, is one of their more serious handicaps, 
then the development of the social-work function is essential 
to the removal of that handicap. 

In the early days psychiatrie social work was focused on 
the follow-up function of our state hospitals—an essentially 
outpatient activity. Then it moved even further from the 
hospital into the child-guidance clinic. Now, encouraged by 
the attractive opportunities opened by the war and the 
Veterans Administration, service to the mentally ill is taking 
on new meaning for social work. 

A leader in our field has pointed out that a hospital building 
never cured a patient—that is done by the personnel. Qualified 
personnel is our goal. 
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WELFARE ORGANIZA- 

TIONS * 


SALLIE BRIGHT 


Executive Director, National Publicity Council, New York City 


HE first factor in a successful attempt to build a citizens’ 
™ movement is an honest desire to share the job with the 
public. I am not sure that all boards and staffs have that 
desire. Sometimes I seem to detect a desire, rather, to get a 
great, big foundation grant and go on with the job without 
bothering with the public. 

The second factor, it seems to me, is that an organization 
must be very clear about what it is, the need it proposes to 
meet, and how it proposes to meet it. This does not mean that 
citizens are drawn into a movement to do as they are told. 
As more citizens are involved in a movement, they begin to add. 
ideas and influence. But no citizen is moved to join—or, in 
any event, to remain with—a movement whose purpose is not 
clear, the need for which is not clear, or whose program 
emphases are confused. As a citizen, for example, I would 
want to know whether the mental-health association with which 
I was being asked to serve was primarily working toward 
better facilities for people already mentally ill, or toward the 
prevention of mental illness, or toward both, and in what 
proportion. 

Closely allied to this factor of clear purpose is a third factor 
that is common to all health and welfare organizations as they 
attempt to build publie understanding and draw participants 
to them. This is the factor of image. Not being part of the 
mental-health movement directly, I may be getting myself into 
’* but in public-relations 


hot water by using words like ‘‘image, 
terms, ‘‘image’’ means the picture of an organization that is 


presented to the public. 


* Presented at the Second Annual Meeting of The National Association for 
Mental Health, New York, November 18, 1952. 
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You are familiar with some of the image problems—and 
advantages—that certain health and welfare organizations 
struggle with or enjoy. Hospitals, whereas they are centers 
for the blessed alleviation of pain, struggle against a public 
image of themselves as authoritarian, cold, fearsome, anti- 
septic-smelling, expensive. Family agencies are working 
hard to dispel the image of charity and relief. The Salvation 
Army enjoys an image of a band of self-sacrificing, charitable, 
godly samaritans. It is not without significance that a Salva- 
tion Army lass can enter the lowest dive without fear of being 
molested. 

An image is an impression—and an impression is built by 
a lot of different things. But the first step in image-building 
is to decide what image you are trying to present. In your 
case, the image of the mental-health association may be closely 
linked with the image of the patient that the public has—and 
even the image of the psychiatrist. An agency dealing with 
crippled children has a certain flavor that an agency dealing 
with feebleminded children does not have. An agency that 
presents itself to the public as a resource for the mentally ill 
has a different image than an agency for preventing mental 
illness. A hospital, which cures illness, has a different image 
from that of a health department, which prevents illness. The 
image you wish to present is for you to decide. But it must 
be a clear image—clear to you and capable of being made clear 
to the public. 

And this opens up a fourth factor. Even if you sueceed in 
making your purpose clear, and the image of your agency 
that you present is a truthful one, there is the question of 
whether this purpose and this image interest the public and 
‘an easily be accepted by it. This question is common to all 
organizations, but the degree of potentiality for immediate 
publie acceptance is not common. 

The Boy Scouts is a movement with great potentiality for 
publie interest and acceptance. Little boys are interesting; 
the kinds of project Boy Scouts indulge in—nature trips, doing 
good deeds, getting out the vote, serving in flood and fire and 
storm—are interesting, understandable, and approved of by 
the public. Not only that, Boy Scouts are visible—because 
they are in uniform. But there are other organizations whose 
programs have great problems of public acceptance—Planned 
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Parenthood, for example, or agencies for unmarried mothers. 

This does not mean that we should attempt to build only 
movements that are calculated to win immediate public interest 
and acceptance. There would be no progress if that were true. 
It does mean, however, that the agency that deals with a little 
known subject, or one with frightening aspects, or one that 
collides with accepted codes or beliefs in the public, has a 
harder time. 

This only means facing the facts, realizing what these 
obstacles to public acceptance and interest are, analyzing the 
agency story as to what parts are most likely to be interesting 
and acceptable, and working hard to get the tougher parts to 
the public in a way that will gradually break down public 
resistance and build public interest. ; 

And this brings us to a fifth factor—evaluation of your 
public-relations position. I am not talking here necessarily 
of expensive public-opinion polls, although well-conducted 
polls are valuable. I’m talking about knowing, by whatever 
means you choose to find out, what your public-relations 
problem really is. How many people are frightened of mental 
illness? How frightened are they? How much disgrace do 
people feel in seeking even preventive treatment? What is 
your association’s relationship with other organizations who 
are, in their separate ways, doing a job in mental health? What 
has been your experience with recruiting volunteers? Why? 
Are you able to recruit staff? Why not? We can’t take time 
here to discuss all the other questions you would want to ask 
yourselves—and answer—or the ways to answer them, 
although from the few I’ve named you can see that some of 
the answers are in your own records, and need only to be 
frankly faced. 

But we must make this one point: You must know how you 
stand with the public now, before you can plan intelligently 
for future relations. Unless you know what your present 
strengths and weaknesses are—and why—you may waste time 
fighting windmills, beating down fears that don’t exist, and 
fail to deal with other attitudes that you don’t realize do exist. 

Now, armed with clarity of purpose, clear definition of the 
image you want to present to the public, an honest analysis of 
your story in terms of potential public interest and acceptance, 
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and as accurate an evaluation as you can make of what present 
feelings are toward you and your subject, let’s look at another 
and sixth common factor. What you want people to do about 
your program must be made clear. Like most volunteer 
agencies, you will want them to give money, to back legislation, 
to volunteer their services. 

It’s remarkable, the number of agencies that fail to get 
public support because they are not clear in their request 
for it. I have received letters asking me to ‘‘get behind slum 
clearance.’’ Is there a bill they want me to vote for? Do they 
want me to help tear down some buildings? Form a com- 
mittee? Then there is the deluge of material these days deal- 
ing with ‘‘preserving our freedoms.’’ What do they want me 
to do about that? What do you want people to do? What can 
they do? 

Let’s consider this matter of participation for a moment. 
No movement can handle all its potentially interested citizens 
as volunteers. But people can participate, and very satisfy- 
ingly, by giving money and voting for legislation. 

Now, this matter of giving money brings up the whole ques- 
tion of membership. Most mental-health associations operate 
on the membership plan. What does membership mean? What 
do you want the members to do? If you are honest, you want 
their money and their moral support. You don’t want them 
all to volunteer for work in a clinic. They aren’t even all fitted 
for volunteer work. 

And that’s all right. There’s a difference between being a 
member of a mental-health association and being a member of 
some other organization. Members of the Y.W. and the Y.M. 
‘an swim in the pool, eat in the cafeteria, even live in the 
organization’s building. Why try to stack up membership in 
a mental-hygiene association in the same way when it isn’t 
the same thing? I worked with a mental-hyyiene association’ 
not so long ago on a membership folder, and the ‘‘advantages’’ 
of membership they listed were using the library, attending 
lectures (which non-members could also attend), and getting 
the monthly bulletin. These are pretty feeble, as ‘‘member- 
ship advantages.’’ 

It is valuable, however, to join a movement in which you 
believe. There’s a real kick in that, if you know that your 





34 MENTAL HYGIENE 


money is going toward making it possible for some one—not 
you—to conduct an active program. That is doing something 
for mentai health. 

But what about the people from whom you do want more 
active participation? This brings up a seventh common 
factor—the need for real jobs for those people. Not made 
work, not unimportant work. And this brings up something 
so fundamental that even though it is a part of this general 
subject of volunteers, 1’m going to call it a separate factor— 
our eighth factor. It is closely allied to our first factor. 

This is the honest desire on the part of the professional to 
share the job with the non-professional, with trust, with 
respect, without threat or fear. “This, and only this, will make 
possible the clear and satisfying division of labor, and mutual 
respect. Only with this can we hold the volunteers we recruit, 
for mental health or any other movement. 

On the practical side is a ninth common factor—the train- 
ing and continuous supervision of volunteers, not only that 
they may be good volunteers, but that they may be what all 
agencies want them to be—active interpreters. Orientation 
courses are not enough, any more than initial training with no 
continuous supervision or in-service training is enough for 
staff. Orientation courses are necessarily brief and general, 
whereas real learning comes later, as the job is being per- 
formed. It seems ‘to me that this would be particularly true 
in a subject like mental health. Your hospital volunteer may 
have a variety of reactions to adjust to: She needs continuous 
help. 

Why? ‘To have a satisfying experience as a volunteer, to 
do her job well, and to interpret the program correctly to her 
friends and associates, to help with that image building. This 
is the strongest possible way to build public understanding. 
We call it ‘‘word of mouth’’ interpretation. 

And don’t fool yourself. A faithful, friendly volunteer isn’t 
necessarily a good interpreter. She may not know as much 
as you think. 

This applies also to the board, who may not know as much 
as you think: which brings us to a f¢:.'!) common factor—the 
need for board education. This im sus in an examination 
of the quality of our board meetings, ‘|: uality, or even exist- 
ence, of board-member manuals, a frank consideration of the 








HEALTH AND WELFARE ORGANIZATIONS 35 


opportunities we give our board members to learn so that they 
may go out to teach. 

Which leads us to an eleventh point: volunteers and board 
members as sounding boards for community attitudes. When 

ras the last time you asked the board, your volunteers, your 
committees, what questions they were being asked out in the 
public? What things do they find people don’t understand? 
How can these questions be answered? This kind of discus- 
sion with your volunteers serves both as a measure of public 
opinion and as an opportunity for public-relations training 
of your personnel. This brings us to a twelfth ‘factor in 
building a citizen’s movement—the skill of the staff in inter- 
pretation. The staff must have the opportunity to discuss 
public-relations questions and to learn how to phrase answers. 
Psychologists, psychiatrists, and psychiatrie social workers 
don’t just naturally do a good interpretation job. They need 
the opportunity to learn, too. 

Out of all these factors (and I’ve had to omit a lot of others) 
comes a thirteenth and last—and very humdrum one. In 
every agency, although the whole staff and all the volunteers 
are involved, some one must be assigned to the job of codrdi- 
nating the efforts to build public understanding. There will 
be tools to manufacture—booklets, folders, exhibits, annual 
reports. There will be meetings to arrange, movies to be 
shown. The training job for board, volunteers, and staff must 
be a conscious program. It won’t do itself. Some of you will 
have public-relations staff, but most health and welfare agen- 
cies are without special staff for this purpose. When this is 
so, there is urgent need for a public-relations committee to 
serve as a substitute staff, with specific staff members assigned 
to work with it. Some one must be responsible. This, is 
planning—without which nothing gets done. 

All these generalities I have listed are true—but many are 
honored in the breach, to the detriment of health and welfare. 
As a young movement, you can avoid the mistakes of others, 
if you will keep these common factors in mind as you go forth 
to build your citizens’ movement. 
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Superintendent, Boston State Hospital; Associate Professor of Psychiatry, 
Boston University Medical School 


M ANY public psychiatric hospitals have Leen so busy grap- 

pling with the problem of too many patients in too little 
space that they have had little time for education of the public. 
Yet if the publie psychiatric hospital is to solve its own prob- 
lems of shortages, it can do so only through clear statements 
of need made to the general public, who pay the bills for 97 
per cent ' of all hospitalized cases. 

The psychiatric hospital, operated by the federal, state, or 
local government, was created to fill a need that could be met 
by only a very few individuals. As a public service, the 
government-operated mental hospital not only protects the 
community from the violence of ‘‘depraved and maddened 
persons,’’ but for the average citizen—the 97 per cent of the 
public who must use the publie psychiatric hospital if they 
need mental-hospital care—it provides diagnostic services ; 
intensive treatment for acute mental illnesses; mental and 
surgical treatment and therapy for tuberculosis for mental 
patients who need such services; and nursing eare for the 
aging and continued treatment for the chronically ill mental 
patient. The publie expects its government-operated hospitals 
to practice good medicine and to provide dignified, comforta- 
ble care. The average citizen feels that taxes are high. Funds 
collected by taxation should be adequate, he believes, to meet 
the needs of the mental hospital operated by government. 

When, from time to time, articles calling attention to shock- 
ing conditions in some local mental hospital appear in the 
public press, in popular magazines, or, in books like Albert 
Deutsch’s Shame of the States, the average citizen reacts with 
disgust and bitterness toward the authorities who allowed 
such conditions to exist. 

1 See ‘‘ Hospital Service in the United States. The 1951 Census of Hospitals.’’ 
Journal of the American Medical Association, Hospital Number, May 10, 1952, 


with supplement. 
2 New York: Harcourt, Brace, and Company, 1948. 
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Just how does the public discover what the needs of the 
inental hospital are if they are not made known? The super- 
intendent may feel that he has done his part when he has placed 
his recommendation before the legislature—the elected repre- 
sentatives of the people—and when he has set forth his needs 
in an annual report that is usually a ‘‘dry-as-dust’’ document 
glanced at only by other mental-hospital superintendents, and 
read by no one. 

Most state hospitals give good custodial care, but too often 
medical standards are not high enough. Overecrowding is 
often extreme. There are not enough nurses and psychiatric 
aides to give proper care. Buildings may be fire traps or so 
obsolete that modern facilities for progressive medicine are 
lacking. There may not be enough doctors in the state hospital 
to make it possible for necessary therapy to be given. If the 
public is aware of these shortcomings, it can put pressure 
upon legislators to correct the faults. Informing the public 
on such matters is worth the time it takes away from patient 


care. 
There is much more, however, to a public-edueation program 
than just increasing appropriations to relieve the troubled 


conditions under which many state and county mental hos- 
pitals work. There is hope that some mental disorders may 
be prevented. Early treatment of the emotional and psycho- 
logical problems of children, of delinquents, of families, and of 
adults, even of the aged, may prevent the need of hospitaliza- 
tion later, 

Don’t expect, however, that a public-education program of 
this kind will decrease the need for hospital beds for the 
mentally ill. It will not. As public confidence in the work 
of mental hospitals increases, more people will be willing to 
use them. But the need for new construction to add more 
beds may be offset by a more rapid turnover of the beds now 
available. Herly treatment and modern intensive .therapy 
in most instances result in a shorter stay in the hospital. 


EDUCATION FOR BETTER MENTAL HEALTH 


The publi 2-eduecation program can have two major objectives 
—early re ognition of mental illnesses and their prevention. 

1See ‘‘The Need for Uniform Discharge Statistics in Publie Psychiatrie 
Hospitals,’’ by Walter E. Barton, Harvey J. Thompkins, and Aaron B. Nadel. 
American Journal of Psychiatry, Vol. 106, pp. 429-39, December, 1949. 
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1. Early Recognition of Mental Illness and Prompt Treat- 
ment.— Facilities for dealing with mental illness and programs 
of recognition are important at every age. During the school 
years, counseling services may bring to attention for study 
and help the child who is retarded, the child with reading 
difficulties, or the solitary child. Student-health programs 
and vocational counseling centers are examples of methods 
of reaching older school children. Child and youth guidance 
clinics provide help with the diagnosis and treatment of 
emotional and psychological disorders that are serious enough 
to require specialists’ care. The courts look for psychiatric 
consultations in dealing both with juvenile offenders and 
with adult recidivists. Pastoral counseling centers and an 
informed clergy can deal with many problems of family rela- 
tionship, marriage, and so on. Outpatient departments in 
general hospitals and in the community for adults with mental 
disturbances are other examples of agencies that carry out an 
important part in the prevention program. ; 

Furthermore, there needs to be a reservoir of people trained 
in the recognition of emotional and psychological problems 
who can apply the principles of mental hygiene to the minor 
ailments, and who can refer those with serious mental dis- 
orders to the appropriate agency for help or therapy. Such a 
reservoir might include teachers, clergy, doctors in general 
practice, public-health nurses, social workers, probation offi- 
cers, lawyers, and judges. 

2. Prevention—Whom shall the educational program aim 
to reach? 

Parents and families. ‘‘ Because the early life experiences of 
the child are. so important for healthy development of his 
personality, certain effective mental-health programs may 
well begin with parents, educators, and all those responsible 
for the‘training of the child,’’! 

Children in school and their teachers. 

Health and welfare workers in the community, such as 
physicians, public-health nurses, social workers, probation 
officers, and leaders of youth organizations. 

1 See The Promotion of Mental Health in the Primary and Secondary Schools. 


Group for the Advancement of Psychiatry Report No, 18, January, 1951. Obtain- 
able for 10 eents from G. A. P., 3617 West Sixth Avenue, Topeka, Kansas. 
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Pastors and churches, for people in trouble turn to their 
spiritual leaders for guidance. 

Industrial leaders and union leaders, who best know the 
pressures upon people that arise at work. 

Opinion-forming community groups, such as churches, 
women’s clubs, Parent-Teachers’ Associations, and service 


clubs. 
Content of an Educational Program.—What shall be the 


content of an educational-program in mental hygiene? Limi- 
tations of space will prevent any discussion here of details, 
but the content would be directed toward the groups mentioned 
above—parents and families ;' teachers;* health and welfare 
workers ;* nurses ;* probation officers ;> chaplains,* and indus- 
trial and union leaders.’ 


1 For helpful material in this field, see Fathers Are Parents. Too, by O. Spurgeon 
English and Constance J. Foster (New York: G. P. Putnam’. Sons, 1951); The 
Happy Family, by John Levy and Ruth Monroe (New York: Alfred A. Knopf, 
1938); As the Twig is Bent, by Leslie B. Hohman (New York: The Macmillan 
Company, 1941); The Challenge of Adolescence, by Ira 8. Wile (New York: 
Greenberg Publisher, 1939); and You and Psychiatry, by William C. Menninger 
and Munro Leaf (New York: Charles Scribner’s Sons, 1949). 

2See Human Relations in the Classroom (obtainable from the Delaware State 
Society for Mental Hygiene, 1400 Franklin Avenue, Wilmington, Delaware) ; 
The Promotion of Mental Health in the Primary and Secondary Schools (previously 
cited in footnote on page 38); A Pound of Prevention. How Teachers Can Meet 
the Emotional Needs of Young Children, by James L. Hymes, Jr. (obtainable for 
25¢ from the New York State Committee on Mental Hygiene, 105 East 22nd 
Street, New York 10, N. Y.); Report of Conference on Mental Health in Schools 
and Teacher Education Institutions (Federal Security Agency, Office of Edu- 
cation, Public Health Service, Washington, D. C., 1949); and Personal and Social 
Adjustment, by Wayland F. Vaughn (New York: The Odyssey Press, 1952). 

8 See Psychotherapy in Medical Practice, by Maurice Levine (New York: The 
Maemillan Company, 1942); Psychosomatic Medicine, by Edward Weiss and O. 
Spurgeon English (Philadelphia: W. 8. Saunders Company, 1943); and The 
Second Forty Years, by Edward J. Stieglitz (Philadelphia: J. B. Lippincott 
Company, 1946). 

4See Nurse-Patient Relationships in Psychiatry, by Helena W. Render (New 
York: McGraw-Hill Book Company, 1947); and The Nature and Direction of 
Psychiatric Nursing, by Theresa G. Muller (Philadelphia: J. B. Lippincott Com- 
pany, 1950). 

5 See The Doctor and the Difficult Child, by William Moodie (New York: The 
Commonwealth Fund, 1940); and Crime and the Mind, by Walter Bromberg 
(Philadelphia: J. B. Lippincott Company, 1948). 

6 See Religion in Illness and Health, by Carroll A. Wise (New York: Harper 
and Brothers, 1942); and Religion and Health, by Seward Hiltner (New York: 
The Macmillan Company, 1943). 

7 See The Application of Psychiatry to Industry (obtainable from the Group 
for the Advance of Psychiatry, 3617 W. Sixth Avenue, Topeka, Kansas). 
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The psychiatrist who is responsible for developing the 
content of an educational program will be aided by the humble 
recognition that most of these people are already expert in 
their chosen fields, with a vast amount of practical and useful 
information which they daily employ. The sharing of infor- 
mation—case-centered about a problem with which they need 
help—is often a better frame of reference for learning than a 
varefully prepared lecture. When special needs arise, one of 
the easiest reference sources to content the psychiatrist can 
use is the handy volume by Kar] A. Menninger, A Guide to 
Psychiatric Books. 

How can the state hospital contribute to a public-education 
program in the field of mental health? 

1. By providing good treatment. A satisfied patient may 
be helpful in providing a measure of public education. If 
admission care is thorough, if careful study is made of each 
patient, if correct diagnoses are made, if prompt application 
is made of the appropriate treatment whenever it is needed, 
if the attitude of all employees in the institution is conducive 
to recovery, if every effort is made to preserve individual 
rights, and if there is maintenance of the patients’ self-esteem, 
with patient government, patient clubs, and doing for others, 
with the healing efforts of work—then the patient who leaves 
the institution and returns to his home will be one who will 
discuss his illness with others and help others to understand 
that mental illness may be a recoverable disorder. There is no 
better way to demonstrate the value of early recognition and 
the prompt application of modern psychiatric therapy. The 
support, by a social worker, of a patient after he leaves the 
hospital—with the goal of solution of daily problems as they 
arise, help with a job, help with living arrangements, help with 
changing attitudes of the family group—does build confidence 
in the institution and show family and community that mental 
illness is a problem that can be dealt with. 

2. By providing educational opportunities for the medical 
public. Many doctors in practice did not receive intensive 
instruction in emotional and psychological illnesses because 
they graduated from medical school before psychiatry attained 


1 New York: Grune and Stratton, 1950. 
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its present importance. As a result some doctors have a pessi- 
mistic attitude toward the services of the state hospital. 

The family doctor, in presenting the need for hospitalization 
to the distressed family of a patient with a serious mental 
illness, might say, ‘‘l hate to do this, but there is nothing else 
that can be done but to send him to the state hospital.’? On 
the other hand, a physician who has participated in the medieal- 
care program of the state hospital and who is proud of his 
work there might say instead, ‘‘I think you should go to the X 
Hospital. You will get good treatment there. 1 know, for I 
am on the staff.’’ 

Oue of the best ways to educate the medical public is to 
invite them to assist in the medical activities of the institution 
on a part-time basis. Participating doctors improve the 
standard of care of patients. Direct contact with psychiatric 
patients and the result of modern treatment. give them a 
perspective that favorably changes their own point of view. 
They also acquaint colleagues with progress in the public 
mental hospital. 

The state-hospital staff physicians can gain the good will of 
doctors who send patients to the hospital by writing to them 
and explaining the illness of the former patient, and indicat- 
ing the treatment that is being carried out. 

When patients improve and are sent home, they can be 
referred back to their family doctors for after-care. Psychi- 
atrists, furthermore, ought not to isolate themselves within 
the walls of an institution or within the isolation of their own 
professional psychiatric societies. Psychiatrists should par- 
ticipate in general-medical meetings, where they will rub 
elbows with other doctors and become known by them. When 
called in consultation, they should take care to be truly helpful 
to the general-medical man and design a treatment plan that 
he ean understand and carry out. 

Psychiatrists should also participate actively in the under- 
graduate and graduate training programs of physicians 
wherever this is possible. 

3. By educational efforts directed toward the general public. 

A. Trustees are often the official representatives of the 
public in the affairs of public mental hospitals. If trustees 
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are thoroughly familiar with the operation of the institution 
to which they are appointed and can interpret its problems to 
their friends and to the governmental authorities with whom 
they come in contact, they can be most helpful. 

B. Employee Ambassadors. Employees who live in the 
community and who have high morale and enjoy their work 
may be most helpful educators of the public. They help to 
build confidence in what the institution is trying to do. It is 
worth all the time it takes to educate employees to understand 
their réles and what they may accomplish in patient care and 
management through their own applied skills. 

C. Volunteers and Auziliaries.—There is almost no source 
of public education more valuable than the person who con- 
tributes his service to the public mental institution without 
expectation of reward. That individual, talking about his 
experiences to his friends, tends to build confidence in the 
institution. Just a few examples of the help the volunteers 
give may serve to illustrate this point. 

The Women’s Auxiliary of the Boston State Hospital holds 
an annual spring fashion show for the enjoyment of patients. 
Some months before the event, women’s clubs, churches, and 
service organizations are canvassed for donations of women’s 
hats and clothing. A committee of women restyle and redeco- 
rate the donated hats and clothing, discarding those that are 
not in good condition. Female patients are trained as models. 
Their hair is styled by the beauty parlor, and they are gowned 
to portray the chosen theme of the show—a wedding, a garden 
party, or some other social occasion. Decoration of the hall 
is arranged in codperation with the occupational-therapy de- 
partment. It is a gala occasion, with music, the fashion show, 
prizes, and refreshments. Patients look forward to this 
annual event, and each patient who attends is helped to select 
a hat that suits her personality. 

Other community organizations take patients in bus loads to 
museums, concerts, ball games, or points of interest in the 
Boston area. 

Still other volunteers provide entertainment of the very 
best type twice weekly. Radio, television, theater artists in 
the Boston area are the performers. 

Many Boston University students volunteer for work in the 
hospital. Some of them receive credit in their courses for 
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this work. The hospital radio system last year was operated 
entirely by volunteer college students. 

A Massachusetts Institute of Technology fraternity, instead 
of having a ‘‘Hell Week’’ for initiation, arranged a ‘‘Help 
Week.’’ Initiates were sent to the Boston State Hospital to 
work. They did general housecleaning tasks, and at the end of 
the week they entertained patients with a talent show. 

D. Visitors’ Courses. Each year the hospital plans an 
informative course for relatives and friends of patients, based 
on the questions most frequently asked of doctors and social 
workers. This helps them understand mental illness, their 
part in it and in the group. They see that others have prob- 
lems similar to their own and gain security thereby. 

EK. Mothers’ Groups. Mothers of schizophrenic patients 
have been gathered together for intensive group therapy to 
work out common problems in relation to mental illness. 

F’. Chaplains’ Services. The hospital has three full-time 
chaplains, as well as a student chaplain, who not only are 
responsible for attending to the spiritual needs of patients, but 
play a very important part in interpreting mental illness to 
relatives. With this help, it is often possible to gain the co- 
operation of reluctant relatives in therapy. Chaplains also 
make public talks before church groups and the clergy. 

G. Tours and Clinic Demonstrations. Colleges in the Boston 
Area are encouraged to send classes in sociology, in psy- 
chology, and in other subjects, for a conducted tour and elinie, 
to demonstrate the variety of services given by mental hos- 
pitals. Service clubs and other community organizations also 
avail themselves of this opportunity. As these are held on 
regular scheduled days, any interested citizen may participate 
in these field trips. ~ : , 

H. Public Talks. The hospital codperates with the state 
association for mental health, which conducts a speaker’s 
bureau and provides films and other audio-visual aids for use 
in public education. Members of the hospital staff speak to 
service clubs, P.T.A.’s, churches, women’s clubs, high-school 
assemblies, and so on. : 

I. Community Service. Medical agencies may sometimes 
be aided through direct consultation services by the mental- 
hospital staff members. Similarly, psychiatric help can some- 
times be given to schools. Sometimes graduate courses for 
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physicians in practice can be organized within the framework 
of the medical society, dealing with psychiatrie subjects. In 
Massachusetts, a section on neurology and psychiatry was 
created within the medical society, which, at its annual meet- 
ing, always holds an important discussion on a topic of 
interest to general practitioners, illustrating the recognition 
and management of emptional and psychological illnesses. 
The state psychiatric society holds its meeting jointly at this 
time. 

Colleges offering courses in social work, psychology, nurs- 
ing, occupational therapy, sociology, recreation, education, 
and so on may be given assistance from the staff members 
of the public-mental hospital who are good teachers, and 
arrangements for affiliated field training may be made within 
the hospital. Last year 335 such students were enrolled for 
training at the Boston State Hospital. Other agencies in the 
health and welfare field may have case conferences, using 
hospital-staff psychiatrists as consultants. 

Some agencies have arranged group disc issions or institutes 
topically oriented to the needs of the workers, and hospital- 
staff members serve as group leaders. 

Kivery mental hospital should give assistance to the local 
association for mental health in every way it can. Staff 
members may serve on its medical advisory board, and may 
expect to receive help in securing volunteers, donations, litera- 
ture, plays, films, and so on from them in return. Further- 
more, the state association for mental health, operated as it is 
by lay citizens, often may have access to the specialist needed 
to employ successfully such media as magazines, press, 
radio, television, and films in a publie-edueation program. 
Radio and television, to be most effectively used, require the 
guidance of experts in their use. 

The legislature, which appropriates the funds nested to 
operate any public mental hospital, may be reached through 
the use of brief reports that contain information of a type 

‘aleulated to appeal to the general public. Too often, reports 
from mental institutions are dull, stuffy recitations of sta- 
tisties, containing nothing of an educative nature that could 
help the public to understand the particular needs of the insti- 
tution. Informative bulletins and letters also may be used. 

The legislative committees concerned with the mental insti- 
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tutions should be invited to make personal trips to the insti- 
tution. When they do come, they should be taken to see the 
troubled areas, not just the pleasant features. Personal con- 
tact with legislators also helps, and sometimes the trustees 
can be most useful in this educative process. 

Teachers may be helped through organized courses,, field 
trips, and group-therapy sessions, or through consultation 
and instruction on the use of the Bullis or other plans for 
courses in emotional hygiene in the school curriculum. Simi- 
larly, other interested specialists can be reached through the 
media of group discussion, consultations, or seminars. 

Problems.—The principal barrier to the undertaking of an 
extensive program of public education by any state hospital 
is the limited time that staff members have available for this 
purpose. As a rule, there is so much pressure for the indi- 
vidual treatment of patients that no time or energy is left over 
for other affairs. It may be peinted out, however, that publie 
education pays off for the long-range benefit of the hospital’s 
program of treatment. The medical public also demands that 
psychiatrists donate some of their time, as-other doctors do, in 
free service—namely, the treatment of patients in hospitals 
and clinies without charge. It helps if fellow colleagues within 
the medical profession understand that psychiatrists may 
‘“arry a heavier teaching load, which must usually decrease 
somewhat their contribution to free hospital work. 

Another real dilemma that must be faced is the stimulation 
in the demand for psychiatric services that any public-educa- 
tion program engenders. Public education usually leads to a 
demand for more services than exist, or if they do exist, the 
facilities are already severely overtaxed. 

The purpose of the public-education program is to develop 
self-reliance in others who can help to carry some of the load 
and thus decrease pressure upon the psychiatric agencies. 
For the time being, valuable time may be diverted from treat- 
ment, but the result in the end should be to the advantage of 
the public psychiatrie mental hospital. 


SUMMARY 


The value of a public-education program to a state hospital 
has been discussed. The public needs to be kept informed 
about its public psychiatric hospitals, their successes and their 
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failures, and what may be accomplished with more help and 
more assistance. The publie needs to know the results of 
psychiatric treatment. If the mental hospital is a good hospi- 
tal, and if it is aecepted by the community as practicing good 
medicine and giving good medical care, it becomes easier to 
recruit professional workers. It becomes easier also to recruit 
other hospital employees. There is greater understanding 
on the part of relatives and greater willingness on their part 
to codperate with physicians in carrying out treatment. - 

Patients who talk about their treatment may also help in 
public education, doing much to dispel fear concerning the 
hospital itself, ' 

Citizens who work in the hospital and share in its problems 
are often its best advertisers, for the hospital then becomes 
‘‘our hospital, in our community.’’ Informed citizens can put 
pressure on the legislature to increase financial support; this 
may relieve overcrowding of patients and shortages in em- 
ployee quotas. An informed legislature is the best source for 
meeting the needs of public psychiatric hospitals. There is 
often a willingness to appropriate funds when the problems 
are clearly understood. : 

A public-education program may well involve teachers, 
pastors, probation officers, public-health nurses, social work- 
ers, parents, and citizens. Such individuals, when aware of 
problems of emotional and psychological illness, are better 
equipped to deal with them, referring to a psychiatrist or a 
clinic those beyond their capacity to handle. 

A program of public education dealing with problems of 
mental health and mental illness benefits both the hospital and 
the community. 
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UTHORITATIVE support for the idea that mental hygiene 
is an essential part of a public-health program is now 
much stronger than it was twelve years ago, when our present 
program was first proposed and established. That it is one 
function of public-health departments to bring to the general 
public knowledge of mental hygiene, is being recognized more 
and more widely, both on this continent and internationally. 
The report of the first session of the Expert Committee on 
Mental Health of the World Health Organization includes the 
statement: ‘‘The Committee, therefore, considers that the 
most important single long-term principle for the future work 
of WHO in the fostering of mental health is the encourage- 
ment of the incorporation [our emphasis] into public-health 
work of the responsibility for promoting the mental as well as 
the physical health of the community.”’ 

In 1939, when plans were originally being made for a men- 
tal-health program for the Metropolitan Health Committee of 
Vancouver, the following statement was made by one of the 
present authors: ‘‘It seems to me if all the physicians and 
nurses of this organization will take a sincere interest in men- 
tal health, opening their minds to its importance, that in the 
measure that this becomes a constant interest, the organiza- 
tion as a whole will become a potent force in preventing men- 
tal disabilities. Moreover, I think that if a whole organiza- 
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tion of such a size could become thoroughly imbued with this 
enthusiasm, it would be a pioneer in the field that is almost 
certainly going to be the site of the great advances in medical 
practice in the near future.’’? 

Health education is the keynote of public-health work. The 
type of teaching in which public-health departments have had 
most experience and success depends on giving information 
and help to individual patients and parents about their own 
problems. It is a process in which the rocks of error and 
prejudice are worn away by the impact of thousands of drops 
of information, reassurance, and advice. The public-health 
nurse is the member of the staff who has most to do with this 
case-by-case teaching. 

In mental hygiene we have a body of principles and prac- 
tices that can be passed on in helpful form to parents and 
teachers and others who have to do with the nurture .of the 
infant mind. We have learned, for instance, that each person 
has his own rate of growth, and that failure to recognize this 
principle may bring out various forms of unsocial or neurotic 
behavior. Normal growth depends on the satisfaction of 
needs; unhealthy personalities come from families where 
there is a lack of love and objectivity. Respecting and mak- 
ing suitable allowance for all of the many ways in which 
people differ, physically, intellectually, and temperamentally, 
is another important plank in the platform of mental hygiene. 
A theme that does not readily lend itself to the platform 
metaphor has to do with the disruptive effect of confused 
values and the therapeutic effect of the harmonious organiza- 
tion of a hierarchy of values. 

Nurses, teachers, parents, each group in terms appropriate 
to their own problems and experience, can be presented with 
these principles of mental hygiene—and this does not pretend 
to be a complete list—and shown how they help people to 
understand and to modify various personal and interpersonal 
difficulties that make for poor mental health. 

But just telling people en masse that they should love their 
children, that they should not push them about, does not mean 


1 From a report proposing a program for mental] health in Vancouver, by Dr. 
C. H. Gundry. 
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that these principles of good mental health will be followed. 
We need more than mass education; we must approach people 
individually and teach them, not abstract principles, but the 
application of those principles in their own lives. Public- 
health nurses have taken the principles of immunization and 
nutrition into homes and schools; now we want them to do 
the same with the principles of mental hygiene. 

If a nurse is to do this job, how can we give her help? The 
schools of nursing are tending in this direction, but the prepa- 
ration is still rather sketchy. Although a great number pro- 
vide courses, there is, as a rule, inadequate provision for the 
necessary field training and the particular kind of supervi- 
sion required. 

At least until the time when mental-hygiene teaching in 
university courses for public-health nurses is more adequate 
than it is’ now, it would seem that individual public-health 
organizations will need to develop their own training pro- 
grams. Attempts have been made to do this in our organiza- 
tion by adding a social worker to the other resources which, 
for twelve years, had been available for the training of the 
nurse in mental-health practices. 

This paper attempts to show how the social worker in one 
vear has tried to help the nurse. It outlines some of the diffi- 
culties anticipated and encountered, and the steps taken to 
meet them. As a background to the work of the social worker 
in this setting, it seems desirable to describe in an outline 
sketch the community and the organization of which he was to 
be a part. , 

Public-health services in the Greater Vancouver area are 
provided to over 500,000 residents, spread over a region of 248 
square miles. Both the homes and the districts vary in strue- 
ture and character. The area of dingy, deteriorating tene- 
ment houses, with their swarms of transients and dependent 
families, and the district adjacent to the harbor, with the 
descriptive name of ‘‘the skidroad,’’ abut on the business 
section. Some who seek even cheaper living find it in float 
houses, amid the dismal surroundings of water-front industry. 
Although it is dangerous to generalize about people, yet it has 
been observed over the years that many of the residents of 
this district are irresponsible and indifferent, unresponsive, 
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though seldom hostile, to the efforts of the public-health nurse. 
The presence of the large Oriental population in this samé 
downtown area adds a further socio-economic complication. 

In the outskirts of the city, there are many families who 
have found living and working in the city unsatisfying or 
economically difficult. They have settled in semi-rural areas, 
where one or twe acres of land provide produce that supple- 
ments their incomes, permits them the recreation of garden- 
ing, and helps to satisfy their feelings of independence. There 
are many who have come to retire, attracted to Vancouver 
from other parts of the country. They ‘often come with pat- 
terns of life that require modification for contented living, 
but because of their strongly developed sense of self-suffi- 
ciency, or sometimes because of feelings of failure, they are 
not always eager to accept help. 

In addition to these somewhat nonconforming groups that 
lend a good deal of color to Vancouver, there are those groups 
that are common to all large North American cities. These 
are the people who are socially and economically conforming, 
who see themselves as participating members of the commu- 
nity, sharing responsibilities for its standards and showing 
enthusiasm for education, civic progress, and personal better- 
ment. 

With all these classes of people, the nurse is in constant 
touch, as she provides a generalized public-health service. Her 
work includes the duties of a school nurse, attendance at child- 
health centers,’ follow-up of tuberculosis cases, and tracing 
venereal-disease contacts. She does a great deal of home visit- 
ing in connection with these and other duties and so she gains 
a valuable fund of knowledge about the families in her district. 
This background knowledge naturally helps her greatly when 
she has to try to help a family in which social, emotional, or 
more narrowly medical problems have arisen. All age groups, 
all economic classes, from the unemployed and the untrained 
laborer to the university graduate, furnish the material with 
which she works. 

When one considers that the health of over 50,000 school 
children, ranging in age from five to eighteen, was under the 
nurses’ surveillance in 1950, and that out of 9,879 babies born 


1These may be known as well-baby clinics elsewhere. 
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in the same year, 6,212, along with their mothers, were seen 
at the baby clinics, the extent of contact with the community 
becomes more meaningful. 

To carry out such a program, an-agency structure has been 
developed over the years to suit the particular needs of 
geography and community. 

Administratively, the senior medical officer is responsible 
to the Metropolitan Health Committee, which consists of 
representatives from the various municipal bodies that are 
being provided with health services, These are channeled 
through the numerous divisions of the organization. Hach 
division—mental hygiene, nutrition, sanitation, nursing, and 
so on—is directed by a specialist who in turn is responsible 
to the senior medical officer. 

The nurses, doctors, and sanitarians who serve the commu- 
nity work from the six health units into which the area is 
divided. The staff in each unit functions under the direction 
of a unit director and a nursing supervisor who are the admin- 
istrators on the spot. 

The total personnel in 1950 numbered 224, of whom 95 were 
nurses, 17 doctors, and 13 dentists. 

It is important to note that the senior medical health officer, 
who himself had had training in psychiatry, lent complete 
and constructive support to the mental-hygiene program and 
provided leadership for its acceptance. If a mental-hygiene 
division is to be an effective part of a public-health organiza- 
tion, the leader of the organization should not only give his 
nominal support to mental hygiene, but should understand its 
scope and limitations. 

It is within such an agency that our mental-hygiene division 
operates, with a staff of two psychiatrists, two psychologists, 
and one social worker. Our aim is twofold—educational and 
preventive. We have attempted to use cases as teaching tools 
and have not viewed them primarily from the treatment angle. 
Until November, 1948, the division of mental hygiene had only 
one person allotted to it—the psychiatrist. The policy was to 
use public-health nurses as fully as possible, in finding and 
preparing cases for clinic study, and in following up the 
recommendations. Although we have not receded from that 
position, or from the position that our main function is pre- 
ventive and educational, not therapeutic, several methods of 
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improving our work became apparent as time went on. We 
found that the line between advice and treatment was a zone 
and not a line; we had to undertake some therapy, because 
there simply weren’t enough therapeutic clinics or practicing 
psychiatrists. The addition of a second psychiatrist and two 
psychologists to our staff enabled us to study more cases, 
and especially to offer more treatment. 

In terms of psychotherapy our work continues to be—and 
we think should continue to be—very superficial, but the cases 
we treat would not receive treatment if we did not provide it. 

The other direction in which we felt that our work required 
strengthening was in ‘‘staff education.’’ The services of a 
social worker were obtained to help us with this. That is the 
part of the picture with which this paper is primarily 
concerned. 

The second psychiatrist was added in the winter of 1949, 
and except for a period from January, 1950, to December, 
1950, has been with us since. From November, 1948, to July, 
1950, one psychologist carried the testing load, but from Sep- 
tember, 1950, we have had the services of two psychologists. 
The social worker has been with us since September, 1950. 

While working in the schools and child-health centers, the 
nurses spot cases and refer them to the mental-hygiene clinic. 
They deal, in the first instance, with the teacher and the 
mother who ask for advice and help. To do this adequately 
and satisfactorily, they must know the difference between 
what is ‘‘normal’’ and what is not. 

In addition to interpreting this to the community, the nurse 
will make the social investigation and explain the meaning 
of our clinie and how it can be of assistance. 

On the day.of examination, a conference is held under the 
directién of the psychiatrist, with thé psychologist also in 
attendance. It includes various people particularly interested 
in the family, but basically aims to have unit director, nurse, 
teacher, and principal present. 

During the conference, the nurse participates, first, by pre- 
senting the social facts verbally, and, second, from her knowl- 
edge of the family, by sharing in the planning. 

In a great number of cases, the nurse continues to visit the 
home, to observe to what extent the parents are implementing 
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the suggestions of the clinie and what change is occurring 
in the child’s behavior. 

Some of the observations which led to the conclusion that 
we needed to give the nurses more help and training were as 
- follows: 

The ‘social histories sometimes contained only a minimum 
of facts; sometimes they were much like silhouettes, shadowy 
and rather indistinet. This could be attributed to several 
things: first, the nurse’s training, in which the importance 
of confining herself to facts had been stressed; second, the 
nurse’s own feeling that she did not have time to get a long 
history; and third, her lack of security in dealing with per- 
sonal topies. In regard to this last point, some of the nurses 
felt that just as they would not wish to have their own lives 
investigated, they would not wish to probe into the lives of 


others. 
Sometimes, nurses would fail to follow up their cases, with 


the result that the cases would be lost to the clinic. In many 
of the cases that were followed, there seemed to be a poor 
grasp of treatment principles or an inability to Meet unex- 


pected resistances. 

The social worker’s main task was to provide specific guid- 
ance to each nurse in her function as detector of emotional 
ills and dispenser of mental hygiene. Because of some of the 
resistances known to be present, it was felt that it would be 
necessary to move slowly. Some of the nurses—as a result of 
their dealings with social agencies in which they had received 
the impression that they were interfering in case-work situa- 
tions and had been refused information on the grounds of its 
confidential nature—were a little suspicious of social case- 
work and any one in any way practicing it. Others felt that 
social workers did not act quickly; made promises of visiting, 
but did not keep them. Other nurse§, on the other hand, who felt 
that they themselves were inadequately trained and too heav- 
ily burdened with other public-health work, were more than 
willing to let a social worker carry all the mental-health cases. 

As background to this whole unrestful atmosphere existing 
between social worker and nurse, was the philosophical ques- 
tion, What is health? Did it mean physical and emotional, 
indivisible and inseparable, or could the nurse attend the 
physical without touching the emotional? Some social workers 
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maintained that the nurses were trained in problems of 
‘*physical’’ sickness and ‘‘organic’’ disease, and that was 
their field. Let those who were trained to understand the 
behavior of people handle family upheavals and emotional 
problems, The attitude of some social workers, in action if 
not in words, would seem to be tending to renew the old 
artificial division between mind and body, and some nurses, 
more at home in dealing with the ‘‘physical’’ than with the 
‘‘emotional’’ aspects of ill health, were content to let them 
have their way. 

To convey to the nurses the fact that the social worker in 
our organization was an integral part of their service, he had 
to familiarize himself with their duties and be sufficiently 
flexible to respond quickly to their requests for help. He had 
to establish himself as a member of the organization and to 
live down the initial suspicion that he was an outsider from a 
suspect profession coming to offer advice. Here the super- 
visors of nurses proved to be invaluable. They explained 
the services and emphasized where their particular unit was 
lacking in strength and how the lack could be filled. We were 
aware that the reception of a program depends a great deal 
upon the support of the administration. 

Although the social worker’s function had been outlined in 
a general way to the whole staff, he visited each unit sepa- 
rately and spoke to the separate staffs. Thus he was able to 
hear for himself the expression of the needs of the group and 
the individuals within the group. The nurses were given an 
opportunity to ask questions and were recognized as individ- 
uals with unique feelings and needs. The social workér 
accepted their statements and indicated that he would be will- 
ing to discuss with them at a later date sonie of the questions 
they had raised. 

As a result of these visits, one of the functions of the social 
worker took a definite path. 

A discussion of social histories—their structure, their value, 
the kind of material needed—was conducted with all the units. 
Not only was this helpful in revising the guide for preparing 
a social history, but it proved to be an extremely effective 
technique in teaching mental health. 

By using the content of histories already written, it became 
relatively easy to point up that when we speak of disturbed 
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children, we mean children who are upset in or unsure of or 
bewildered by their relationship with parents or siblings. We 
illustrated inconsistencies in the descriptions by asking how 
such statements as, ‘‘Father and mother get along well,’’ or, 
‘‘This seems to be a happy home,’’ could explain such behav- 
ior as ‘‘stealing, lying, truancy, daydreaming.’”’ 

Granted that these ideas had already been presented in con- 
ference, yet to point them out by direct reference to work done 
had greater meaning to the nurses. Some of the nurses ob- 
jected to what they regarded as criticism by declaring that 
the statements were answers to questions asked of the parent 
who was being interviewed. This stimulated discussion 
around the value of social histories and the importance of the 
observer’s impressions. 

It was quickly brought to light in these group discussions 
that the nurse often had many more impressions of the family 
under study’ than she had recorded. Sometimes, because of 
her training as a nurse, she had not allowed herself to give 
expression to her feelings about the case, The groups re- 
sponded immediately to the suggestion that their evaluation of 
the home situation would be of great value to the clinic. They 
saw that their own feelings were legitimate data for discus- 
sion if treated objectively. 

In addition to these discussions, since there appeared to be 
an over-all demand for help in interviewing, a series of eight 
talks was given to two of the units—.e., about thirty nurses. 
Because of lack of time, it was not possible to do the same for 
all the units, but they might be carried on in other years with 
the remaining units. 

With the individual nurse, another pattern was developed. 
In each conference, which centered around a case already seen 
at the clinic, the case was considered from several directions: 
first, how thoroug‘h an understanding did the nurse have of the 
case; second, what did the nurse feel she could achieve in the 
role that had been assigned to her; third, how far did she 
think she could interpret the suggestions of clinie or social 
worker in working with the people in the home and the school; 
and fourth, how could the case be used to convey more vividly 
and meaningfully principles of mental health. 

Reviewing the social factors and interpersonal relationships 
in each case provided numerous opportunities for teaching 
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and widening the nurse’s horizon. For instance, we could 
discuss the meaning of stealing in the particular case under 
consideration, and go on to show how stealing could have 
different purposes under different circumstances. The nurse 
herself often raised questions of what change could be 
expected and how it might take place. These were specific 
requests which resulted from the nurse’s own needs and which 
were important to her. 

It was in this particular area that the clinic conference was 
deficient. Although the clinic attempted to give meaning to 
behavior and to devise some constructive steps to help both 
parents and school, the presence of other professional people 
restricted to some extent the nurse’s participation. There 
may have been questions she wished to ask, but she felt con- 
strained for several reasons, such as her own feelings about 
the teacher, her own feelings of inadequacy in talking about 
principles of mental health, the traditional nurse-doctor rela- 
tionship. Then there is always the lack of time; conferences 
were scheduled for half-hour periods, 

The conference with the social worker gave the nurse an 
opportunity to express her ideas and to ventilate her feelings. 
At that session her own doubts and problems were the raison 
d’étre. Any differing ideas she may have held were brought 
into the open and we referred back to the case to discover the 
reason for her position, 

It was found that the nurses varied widely in their under- 
standing. Some would attribute behavior too largely to one 
particular factor, such as the presence of a grandmother, or 
jealousy of other siblings. Others overlooked the importance 
of parent-child relationship and laid undue stress on sibling 
relationship. These and other instances probably revealed 
the way an individual’s own experience and feelings affect his 
judgment. Some would describe the situation in minute detail 
and fail to realize the varying weight of each of the influences, 
indicating confusion in selecting a point of focus. , 

Invariably the nurse’s réle involved numerous complica- 
tions. One or two felt, for instance, that it was almost impos- 
sible to work with a parent who herself happened to be a reg- 
istered nurse; others were reluctant to become too intimate 
with parent or child because of their own conflicts and lack of 
interviewing skill. Many more, on the other hand, were able 
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to see that they, as nurses, and particularly as public-health 
nurses, did have a part either as observer, or as a link between 
clinic and parent, or as a support to the parent in time of 
strain. Recognizing that there was always the chance that 
inadequate parents might become very dependent on the 
nurse, we indicated how this might be avoided, but found 
that practical limitations obviated its occurrence. Those 
nurses who did not appear to have much confidence in them- 
selves were seen in conference often and helped step by step; 
those who revealed a greater grasp of behavior and were will- 
ing to do more were given specific guidance, always with the 
caution that there was a limit to what any one could do. 

This led directly to an exchange of ideas about community 
resources, their lack and their availability. What are we 
going to do with the fourteen-year-old boy who has been 
expelled from school and rejected and neglected by his own 
parents? If he is supervised by a social agency, what can the 
agency do for him? 

Through such discussions the nurse became more aware of 
the difficulties, points of view, and limitation of other groups in 
the community who were doing mental hygiene. This helped 
to dispel some of her impatience with social workers, so that 
the working relationship was facilitated. 

At times, when the nurses were not satisfied with the work 
of our own psychiatrist and psychologist, it was necessary 
to emphasize the limitations of psychiatric treatment. Psy- 
chiatrists have been plagued by being expected to provide 
eure-alls, 

A phase of the work that was touched upon in each confer- 
ence dealt with the nurse’s difficulties with the teachers and 
principals. A number of the school staff did not believe in 
the kind of mental hygiene we were advocating, nor did they 
feel that they derived much help from attendance at the clinies. 
This attitude made it doubly difficult for the nurses to carry 
out their program. 

To overcome this, the social worker visited several of the 
schools and spoke, either personally or in conference, with 
some of the teachers. Arrangements were made by the nurse 
for a clinic session to be held in the school, thus giving all the 
teachers an opportunity to attend the conferences. 

With each nurse, specific suggestions were made as to how 
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the teachers could help the child in the classroom, Since many - 
of the teachers argued that the classes were too large and 
that they had no time to deal with the individual child, we 
thought the nurse might ask the teacher to do the best she 
could under the circumstances. We would point out to the 
nurse that there were some teachers who, in spite of the size 
of the class, would say, ‘‘What can I do to help?’’ It was 
important in working with the teachers to discover the degree 
to which they were willing ‘‘to go out of their way.’’ 

To the objection, ‘‘I’ve done everything the clinic recom- 
mended and Johnny is still disrupting the class,’’ the nurse 
could acknowledge the difficulties of the teacher’s position and 
discuss some of the principles of growth and change. The 
attempt was made to help the nurse feel sure of her ground, 
so that she could transmit some of this confidence to the 
teacher. That was our guiding principle. 

In assessing the social worker’s part and how much was 
accomplished, one must know, too, the proportion of time he 
spent with the nurses. Because of other demands, he visited 
each unit on an average of two days per month. The remain- 
ing days were employed to keep records, visit agencies, give 
staff talks, attend meetings, and finally do case-work with a 
select number of children and adults. This last mentioned 
function was considered to be important, for it meant the 
availability of social case-work services within the organiza- 
tion, and the demonstration of skills, knowledge, and their 
blending, to nurses who, because of their training, might be 
a little skeptical of social case-work. 

Measurement of the extent to which the nurse has been 
helped in the past year to work more effectively in the area 
of mental hygiene cannot be made on a scientific basis. How- 
ever, there were several indications from the nursing staff 
itself that our progress was in line with our original purpose. 

At the close of the group talks to the two units, which in- 
cluded such topics as ‘‘ The Interviewer,’’ ‘‘The Interviewed,”’ 
‘“‘The Interpretation of Behavior,’’ ‘‘Making Referrals to 
Our Clinie,’’ ‘‘Obtaining a Social History,’’ and ‘‘Interpret- 
ing Follow-up Reports from the Clinic,’’ the nurses were 
asked what the course had meant to them. 
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These are the comments of 26 nurses in their own words: 


Number of nurses 


Helpful in making referraltscis..ccsievr cis snecnevasewes 2 
Brought greater awareness of own self and attitudes...... 7 
Served as review of principles.......ccsceccccceaseveses 6 
Helpful in obtaining social histories................eeeee. 13 
Gave greater understanding of individual and his reactions... 13 
Valuable in the rest of their work... ...cecccccsceccveses 3 
Too idealistic and impractical.........ccccccccccsevccees 2 
Specifie principles mentioned: 
1. Accept client, but not necessarily his actions.......... 2 
2. Allow cHent to MhOTe IM PlaNi.. .sccccccucscdeccecswe 1 
Si; EG WES OARS IB) occ Mie tex ceecsicceaacceee 1 
4. VOCUS OD VIGO. 6:0 esi xecewerncstecteussatas dates 1 
GS. Allow client to tal... .cccccccresccecvssveneccnets 1 
CG. ERO TUE ING SOI sock ee kciecccccksncucaeubewers 1 


7. Principles of interviewing to be adapted to each situation 1 


The results revealed that not only were principles of mental 
health being integrated, but that interviewing techniques were 
being noted. Since the nurses had not been told in advance 
that they would be asked for their opinions, it was felt that 
these answers had real meaning and indicated the areas 


wherein they had received the greatest support. 


That is to 


say, the nurses’ statements that they were realizing the im- 
portance of knowing one’s self and one’s attitudes, and of 
greater understanding of behavior, signified to us that we 
were hitting the mark with regard to our aim in helping them. 

Other specific evidence that we could assess was the social 
history. A change was noted from statements of a few bare 
facts to personality pictures with descriptions of social fac- 
tors. One got the feeling that the nurse had really visited the 
home and had understood something of the drives, frustra- 
tions, and inadequacies expressed and observed in the inter- 


view. 


It has been noticed that those nurses who had been diffident 
are becoming more willing to make suggestions and to take 
responsibility. They are asking questions as to where the 
trouble may be. Some have been making contributions to 
teachers and parents in planning for the modification of the 
child’s program as a step toward altering his behavior. Oth- 
ers, knowing that responsibility is being shared with the social 
worker, have become more confident in their relationship with 


child, teacher, and parent. Many of them are beginning to feel 
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less discomfort when behavior is not modified and to show 
clear and accepting understanding of the continued dis- 


turbance. 
To us this.means that the nurses in our organization are 
showing signs of being more acutely tuned to mental hygiene. 
The kind of service that is being provided by our social 
worker is certainly consistent with our principle of making 
each member of our public-health organization ‘‘a potent force 
in preventing disabilities.’’ 











THE MENTAL-HEALTH CLINIC AS A 
THERAPIST IN THE COMMUNITY 


LEONARD T. MAHOLICK, M.D. 


Director, Mental Health Clinic, Savannah, Georgia 


UCH has been written about mental hygiene, and most of 

the work that has been done in that area has been dis- 
semination of intellectual information through pamphlets, lee- 
tures, movies, and radio programs, in attempts to change the 
attitudes, feelings, and behavior of people toward better 
mental health. Information is important, but it alone is not 
enough. In order to stimulate positive changes in the mental 
health of a community, it would seem necessary for the clinic 
to reach out into the community and work with groups on an 
emotional level. Intellectual insight alone does not produce 
constructive changes. This article is an attempt to point 
out some ways in which a mental-health clinic might have 
far-reaching effects on the mental health of a community. 

Most clinics cannot treat effectively all the persons that 
need help. Some workers in the field believe that clinics large 
enough, with enough trained personnel, could handle the 
enormous problem of mental illness. From the point of view 
of preventive medicine and public health, this is wishful 
thinking. Most clinics merely scratch the surface, so far as 
giving help to all who need it is concerned. As long as a 
clinie operates primarily or solely on an individual-treatment 
basis, it must fail the greater needs of the community for 
preventive mental hygiene on a community-wide basis. The 
mental-health clinic is in a unique position to act as stimulator 
and catalyst to help the community find the resources within 
itself which can resolve some, but by no means all, of its 
mental-health problems. 

Mental health should be the concern of the entire community, 
and until this comes about, very little progress can be expected. 
Too many people want to dump the burden onto psychiatry 
entirely, and many people in psychiatry feel that they and 
they only have the wherewithal to do the job. If the clinic 
adopts the attitude that it alone is capable of handling the 
61 
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emotional problems of the community, it paradoxically may 
make the community dependent on it for answers rather than 
able to begin to accept responsibility for some of the changing 
itself. 

If, however, the clinic as a group can find the security and 
strengths within itself to accept its responsibility to do com- 
munity work and really tackle the larger problem of mental 
health in the community, believing that people can and do 
help themselves individually and collectively—that a com- 
munity has strengths as well as weaknesses, and that individ- 
uals {as well as communities) do have inherent capacities to 
grow and develop into maturity—then it can be a potent force 
‘in helping society to resolve some of its conflicts. Therapeutic 
potentials are present in many individuals as well as in society. 
The psychiatrist, the psychologist, and the social worker are 
not the only individuals so endowed. If all these potentials 
could be brought together and developed, society could not 
help but be positively affected by them. At the center of such 
a development, the mental-health clinic could be a major factor 
in inducing such a movement, if, in its relations with the 
community, it could assume the role of therapist as often as 


possible, rather than the réle of lecturer and information-giver 


on an intellectual level. 

In the réle of therapist, the clinic must develop a sensitive 
ear to pick up the cries for help in various areas of the com- 
munity—cries that may come through many channels. Quite 
frequently they are expressed through significant individuals 
and groups of people in the'community, such as teachers, 
ministers, physicians, nurses, industrialists, and social agen- 
cies. 

But this developing of a sensitive ear that will hear cries 
for help in a community is one thing and only the beginning 
of the task for the therapist-clinic. By refusing to take all 
of the responsibility for the problems presented to the clinic, 
by confronting individuals or groups with responsibility 
for their conflicts and their need to resolve them, and then 
by offering help in terms of making it an emotional experience 
through which they can gain new strengths and insights, the 
clinic can help the community to better mental health. 

For example, the clinic often is asked by groups of teachers 
for a lecture on the emotional problems of children. This 
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invitation could be accepted at that level and a good lecture 
produced which would permit the teachers to sit back passively 
and take away whatever they might be interested in getting. 
Some of the information might be used effectively, some of it 
distorted, some not used at all. If, however, the group can 
be confronted with what it is in many instances actually asking 

— w can as teachers, coming i intimate 
for—namely, how can the teachers, g into intimate 
contact with children every day in schoolrooms, help children 
grow emotionally—it might then be possible to offer the 
teachers a group experience in which they woula have to 
participate emotionally to some degree, which could help 
effect some constructive changes in their attitudes, feelings, 
and behavior in their relationships with their students. 
Through the medium of such a group experience, they could 
begin to work through some of the emotional blocks that impair 
their own functioning. 

n the spring of 1951, this approach was used with an ele- 

In tl g of 1951, tl PI ] 1 witl | 
mentary-grade school when a request came to the clinic for 
a lecture. It was amazing to see how quickly the entire 
faculty accepted help for themselves once the above-mentioned 
factors were made clear to them. Three sessions were re- 
quested. After evaluating the experience themselves later 
on, they wrote us: 

‘*TIt made us explore ourselves and see in what ways we were ¢on- 

tributing to the problem and that the solution must come from within, 

It gave us more understanding of each other and brought us to the 

realization that we all face similar problems. Putting ourselves in the 

child’s place made us more aware of the child’s feelings and the causes 

of his behavior. . . . We would like to continue this study next year 

and wonder if you would be able to give us help.’’ 


If this kind of experience can be made meaningful in an 
emotional way for the teachers, all the students, not just one, 
can be helped. If this kind of experience canypermeate the 
entire school structure, the possibilities, mental-health-wise, 
are almost unlimited. It is hoped that more of this kind of 
work will be done in the schools and that, as more data become 
available, the findings will be published. 

Adhering to these concepts, when we were approached by 
certain members of the faculty of Armstrong College, of 
Savannah, for help with their counseling program, we were 
able to help them set up a program with potentialities of 
developing into a real mental-hygiene program for the entire 
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college. We refused to get involved in the impasses that arose 
between the counselors and the rest of the faculty, but we 
offered the counselors the opportunity of working through 
their own problems through group sessions with the clinic 
staff. The result was that for the first time in two years they, 
as a group, found within themselves the strengths to work 
through their initial difficulties with the rest of the faculty. 

After this the counseling group asked for help with their 
individual-counseling cases, and when they began to get more 
emotionally involved in the group sessions, they began to 
work on themselves. Several persons asked for individual- 
therapy hours along with the group meetings. 

Gradually the group (now augmented by other faculty 
members who joined the group) came around to talking about 
what they could do for the students. They worked on this 
and sold the college the idea of giving the incoming freshman 
group a college-orientation course which would run for the 
entire year, in which the students would be given the oppor- 
tunity to explore themselves, their thoughts, feelings, atti- 
tudes, and behavior in small groups, the faculty hoping that 
through such an experience, they might be helped to see them- 
selves and others in such a way as to be able to get more out 
of their everyday living and to be better, more productive 
individuals in the community. 

This program, which includes group Rorschach testing of 
the entire freshman class, both before and after this year’s 
experience, has just begun and already has assumed the pro- 
portions of a potentially very fruitful research project. It 
has been very interesting to note that whereas at the begin- 
ning of our struggles, only six members of the faculty partici- 
pated, the number has increased to fifteen. This larger group 
now is interested not only in helping their students expand 
their intellectual horizons, but also in helping them grow 
emotionally. The details of how this started, how it pro- 
gressed, what took place in this process, some implications 
and potentialities, will be discussed in a paper at a later date. 

In a somewhat similar way, the clinic team has been giving 
group consultative service regularly each week to such social 
agencies as Child Placement Services and Family Service of 
Savannah, and just recently a group program has been started 
with the public-welfare department. Also, similar group 
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work has been begun recently with the entire group of public- 
health nurses at the local health center. Plans are being made 
for starting similar work with some ministers. 

All of these programs are being evaluated as we go along, 
in the hope that by exploring the processes involved we may 
be able to discover more of the secrets of how a community 
might help itself change its cultural patterns to help more of 
its people grow into maturity without suffering the ravages of 
emotional disorders. 

It is believed that if a mental-health clinic is going to accept 
the challenge that is constantly confronting it in terms of try- 
ing to help the individuals of a community and the community 
as a whole with their emotional problems, it must assume the 
role of therapist as frequently as possible. It must develop a 
sensitivity to needs. It must be able to provide an emotional 
experience for the community through which groups can gain 
new strengths and insights, and, in short, gain maturity. It 
must be ready and willing to relinquish its own role once the 
job has been completed. It is quite conceivable that a mental- 
health clinic so oriented could be a potent factor in inducing 
an emotional chain reaction which, over a long period of time, 


could lead to the resolution of some of society’s conflicts and 
could reduce the number of cases referred to the clinic so that 
eventually it would be utilized purely as a treatment center 
for the more difficult cases. 





FELLOWSHIP HOUSE: A SMALL-GROUP 
RESIDENCE FOR ADOLESCENT BOYS * 


SAMUEL J. OBERS, M.D., JULIA GOLDMAN, anp SARAH SUSSMAN 


Jewish Child Care Association of New York 


i Rms is a preliminary report of an experience with a small- 
group residence for maladjusted adolescent boys, set up 
in a large urban community. Because of the relatively brief 
duration of our study—two years—our observations permit 
us to draw only the most tentative conclusions, which will be 
discussed later. We are offering this report because of the 
widespread interest in the project described in this paper. 
The Jewish Child Care Association of New York is a place- 
ment agency. A few years ago the agency was confronted with 
the urgent need of placing a small number of its adolescent 
boys who, because of their age, were ready to be discharged 
from its institutional divisions, Pleasantville and Edenwald. 
These young people were not fully prepared to live alone or to 
accept family living, either in their own homes or in foster 
homes. For these boys, Fellowship House was set up, modeled 
on an experience of many years’ duration with the agency’s 
Friendly Home for Girls, described elsewhere by one of us.’ 
There are very few other reports in the literature discussing 
experiences with disturbed adolescents cared for in small- 


group residences in large communities.” 

This paper is a study of the first 27 admissions to Fellow- 
ship House, which was established to serve the purpose of 
a short-term placement of from six months to a year. At the 
time of admission, the boys ranged in age from fifteen to 
seventeen and a half. Their school placement was from the 


* Presented at the Twenty-eighth Annual Meeting of the American Ortho- 
psychiatric Association, Detroit, February 23, 1951. The authors wish to express 
gratitude to Dr. David Beres, the consuiting psychiatrist of Fellowship House, 
and to Miss Bess Davis, case-worker, for their inspiring help and codperation in 
the course of this study. 

18ee ‘‘Friendly Home and Fellowship House,’’ by Sarah Sussman, a paper 
read at the National Jewish Conference of Social Work, Atlantie City, New 
Jersey, June 6, 1950. To be -published. 

2Two that might be mentioned are ‘‘Adolescents in Action,’’ by Carmelite 
Janvier (American Journal of Orthopsychiatry, Vol. 13, pp. 82-88, January, 1943) 
and ‘‘Dosoris—An Experimental Study and Treatment Home for Adolescent 
Girls,’’ by Aileen C. Burton, Judith Wallerstein, and Viola Bernard (American 
Journal of Orthopsychiatry, Vol. 19, pp. 683-96, October, 1949). 
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first to the fourth year of high school. Their I.Q.’s ranged 
from 78 to 128, and followed the bell curve in their distribution. 

Of the total of 27 in the study, 25 boys came to Fellowship 
House directly from an institutional placement. Two-thirds 
of these boys had been in foster homes of the Jewish Child 
Care Association before going to the institutions. All of these 
boys had a history of unsatisfactory adjustment in the foster 
homes, which was the specific reason why they were all re- 
placed in the institutions. 

The adjustment of these boys at the institutions varied 
considerably. Some had had a stormy course throughout, while 
others had settled down after a year or two. But when they 
had reached the age of discharge from the institutions, they 
still were not ready for close family living. This was the 
end result of the psychic traumata these boys had suffered as 
a consequence of the emotional deprivation that they had ex- 
perienced in early childhood either in their own homes or in 
institutions, which had led to disturbances in object relation- 
ship in all of them. 

Many of the children cared for by the Jewish Child Care 
Association have suffered similar traumata. Most of them 
recover from the effects of the early deprivations under the 
influence of the corrective experiences afforded them in foster 
homes or at the institutions, Pleasantville and KMdenwald. 
But the boys in this study would appear to have been trauma- 
tized more severely by their early deprivation. For, despite 
their having gone through the same type of corrective 
experience, they needed the further experience of a set-up 
like Fellowship House to reach the point where they, too, 
could accept living with their own families or in foster homes. 

The total population of the Jewish Child Care Association 
is about 1,200 children. The 27 boys in this study, who appear 
to have made the least satisfactory adjustment, therefore rep- 
resent a very small percentage of the total. 

Sixteen of the cases in this study would come under the 
classification of ‘‘Character Disorder’’ in the sense of the 
psychoanalytic concept of character which defines it in terms 
of the functioning of the ego.’ Others would include these 
16 under the category, ‘‘Psychopathic Personality.’’ We 

1See The Psychoanalytic Theory of Neurosis, by Otto Fenichel. New York: 
W. W. Norton and Company, 1945. 
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have avoided using this term and have substituted for it 
diagnoses that describe our cases more adequately in terms 
of their psychic structure. Thus we would subdivide them 
as follows: six fit into the subgroup, ‘‘Psychic Immaturity,’’ 
in which the ego and the superego function on an infantile 
level, with little evidence of intrapsychic conflict. The other 
10 belong in the subgroup, ‘‘ Neurotic Character.’’ We made 
the diagnosis of psychosis in two cases, both of which are 
schizophrenic, but have never required hospitalization. Three 
were diagnosed as schizoid, nad six showed a predominance 
of neurotic manifestations. All of those admitted to Fellow- 
Ship House so far have been chosen because they showed 
varying degrees of difficulty in adaptation. This would ac- 
count for the fact that we have no so-called normal boys in 
this study. ' 

Fellowship House is located in a four-story house in the 
heart of New York City. It was completely renovated, re- 
decorated, and furnished. It has a spacious living room and 
dining room, and a large game room. The bedrooms have 
three and four beds each, offering accommodations for a total 
of 16 boys. There are also accommodations for members of 


the house staff. 

The house staff consists of a resident supervisor and his 
wife, and a counselor, who acts as a recreation worker and as 
assistant supervisor. The counselor, with the help of the 
supervisor of recreation, plans the recreation activities in the 
house and makes contacts with community resources for the 
boys. 

The responsibility for administering Fellowship House 
rests with the association’s special-services department, which 
carries on its activities in a separate building which houses 
its staff offices. Here the boys come for their interviews with 
various members of the professional staff, such as the voca- 
tional-guidance and scholarship supervisor, the case-worker, 
and the staff psychiatrist. The case-worker has the usual 
duties and responsibilities for the integration of every facet 
of each boy’s living. She is also the case-worker for Friendly 
Home for Girls. It is she who is responsible for helping the 
boys and their parents make plans for return to their own 
homes. When this is not feasible, she plans with them for 
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foster-home placement or some other arrangement when they 
are ready to leave. 

The psychiatric services available to Fellowship House are 
as follows: The staff psychiatrist’s functions inelude diag- 
nosis, treatiuent, consultation with the case-worker, and super- 
vision of panel psychiatrists. He participates in a variety of 
conferences relating to case-work, psychiatric problems, and 
policy. He sees every boy who has had a history of previous 
psychiatric reference, usually at the time of admission and 
at any other time thereafter when indicated. Boys who are in 
need of continued psychotherapy and who cannot be seen by 
the staff psychiatrist are referred to one of a group of panel 
psychiatrists in the community. Few of our cases are amena- 
ble to psychotherapy because of the nature of their difficulties. 
So far, only two boys have been carried in continuous psycho- 
therapy while at Fellowship House. We also have the services 
of a consultant psychiatrist, with whom the professional staff 
meets regularly. 

All but three of the boys in this study have shown some 
improvement during their stay at Fellowship House. Even 
in these three there was no regression in their behavior pat- 
terns. Although a few of the boys who had-come from institu- 
tions had been serious behavior problems up to the time of 
their transfer, only one of them persisted in this pattern at 
Fellowship House. He had a long history of stealing and this 
behavior continued during the few months he was at Fellow- 
ship House. He was a case of kleptomania. Other than this, 
there was relatively little stealing. On the whole, there was 
a definite diminution of destructiveness. 

Most of the boys worked regularly on a full-time basis or 
went to school and worked part time. Many paid their own 
board and learned how to budget. Three of the boys gradu- 
ated from high school during their stay at Fellowship House. 
Of these, two went on to college on scholarships provided by 
our agency. Besides these two, during the time covered by 
this study, 11 boys were discharged from Fellowship House, 


after an average stay of six months to a year. Five, who 
had no homes to which to return, were able to accept foster- 
home placement. The other six were able to return to their 
parents. This represents a definite improvement in that dur- 
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ing the institutional placement of most of these boys, we find 
notations in the histories to the effect that their interpersonal 
relationships with adults and with other children were on a 
superficial level. In addition, there is the fact that they were 
not ready to accept close family living at the time of admission 
to Fellowship House. During their stay at Fellowship House, 
most of these boys appeared to form a better object relation- 
ship with adults, including resident supervisor and case- 
worker, than had been reported at the institutions they came 
from. These results are reported with a full realization of 
the fact that this study covers too short a period to come to 
any definite conclusions. 

We now come to a consideration of the factor of group co- 
hesiveness among the boys at Fellowship House. We have 
given this problem a great deal of thought because of the 
recognized value of group formation in the development of 
character, especially through identification. 

The process of group formation at Fellowship House is well 
described in the words of the resident supervisor, in a report 
he submitted at the end of its first year of operation: 

‘*In reviewing the activities engaged in by the boys of Fellowship 
House, it is notable that the newcomers at first are so affected by their 
new freedom that they ‘want to be on their own.’ Acceptance at 
Fellowship House seems to carry with it a recognition that they are 
grown up now and may come and go as they choose. ° 

‘*There is no objection, of course, on the part of some to team 
participation in sports. But hardly any ‘buddy’ relationships have 
developed. The boys show an inclination to do things in groups of two 
or three, depending on the specific activity of the moment, rather than 
on the basis of their being pals. The fact that boys room together or 
attend the same high school does not carry over into their other 
interests. The boys constantly are grouping and regrouping themselves, 
not only from day to day, but from hour to hour, on the basis of a 
particular interest or activity of the moment, rather than any personal 
kinship.’’ 

This reminds one of the play activity of young children, 
with transitory grouping as one of its chief characteristics. 

During the second year at Fellowship House, there has been 
some change in the above picture. Small groups of three or 
four boys at a time are beginning to appear. They will stick 
together for a while, but this is not long lasting. There are 
still few activities involving the entire group. It is still 
true that the boys do not choose one another as best pals or 
buddies. This, despite the fact that most of them had known 
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each other for several years at Pleasantville, before they came 
to Fellowship House. These boys do not have any best friends 
or ‘‘buddies’’ anywhere else, either. Also, they participate 
in group activity elsewhere much less than others of the 
same age. 

When the boys were offered free tickets to any amusement, 
such as a sporting event or the theater, only a few would 
accept. And these few would usually go to the event as indi- 
viduals. Sometimes a boy would announce that he was going 
to the movies and ask who else wanted to go with him. 
If another boy did accept the invitation, it was never a case 
of either one saying, ‘‘Let’s see who else wants to go.’’ The 
current picture seems to indicate some improvement over a 
year ago, when there was a more outspoken tendency to 
rugged individualism. 

Whatever group pressures are discernible usually operate 
only in small groups. For instance, the boys sleep three or 
four to a room. The other boys will usually see to it that a 
slothful roommate will make up his own bed. There is little 
evidence of total group pressures. Apy..rently there have 
been few occasions for this so far. Very little direct authority 
has been delegated to the group. For instance, on the question 
of taking turns at serving at the dining-room table, we have 
given the group as a whole the responsibility of seeing to it 
that the system of rotation functions properly. We are fre- 
quently reévaluating the question of how such authority should 
be delegated to the boys as a group. 

There are many questions that this study leaves unanswered. 
Despite the improvement of most of our boys, there remained 
a residue in the picture of each one that we couldn’t reach with 
our present methods. That is why we cannot report that the 
boys were restored to anything approaching so-called nor- 
maley when ready for discharge. 

Another question relates to the amount of guided activity 
within the house. Other authors differ on this issue. Perhaps 
we will have to modify our approach in the direction of more 
guided activity within the house. We wonder whether our 
boys are not in need of this because of their relative imma- 
turity, at least in certain areas of their ego development. Of 
course, our present policy is based on the fact that we wish 
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to encourage them to seek community recreational resources 
in anticipation of their leaving us after a relatively short 
stay. But during that time perhaps we need to combine more 
house activity with the other. 

We may encounter difficulty even in such efforts. The resi- 
dent supervisor has observed that the boys often react to 
organized group activity as if they want as little of it as possi- 
ble. Can this be a reaction to the many years most of them 
spent in institutions with well-organized, usually adult- 
planned, programs? It is as if other adolescents rebel against 
parental ties through group formation, while our boys react 
against institutional group living by becoming individualists. 
But we will continue to try to learn more from our experiences 
in order to improve our technique of encouraging a more co- 
hesive relationship within the group. 

We wouid also like to be able to bring out more readiness 
for psychotherapy in the boys under our care. This has not 
proved easy so far, again because of the types of personality 
difficulty encountered. These boys seem to prefer direct dis- 
cussions of their immediate questions and nothing more. This 
has gone so far that the resident supervisor had the following 
to report: when a boy would come in with a question about 
sex, he wanted an answer only to that question. He would 
reject any suggestion the supervisor might make of inviting 
some one to talk to the entire group on the subject of sex. 

Part of our experimental technique is to determine the 
optimal relationship between permissiveness and authority. 
This is in keeping with the approach in all divisions of the 
Jewish Child Care Association, including Pleasantville? and 
Edenwald. 

We have relatively few rules at Fellowship House. But 
even these few rules we try to apply in a very flexible manner, 
to meet the individual needs of each boy, as stressed by Aich- 
horn’ and others. We did not start off with the idea of being 
completely permissive. We, too, had to learn through our own 
experiences where to draw the line. For instance, when Fel- 

1See ‘‘Psychotherapy in a Resident Children’s Group,’’ by C. P. Oberndorf, 
in Searchlights on Delinquency, edited by K. R. Eissler. New York: International 


Universities Press, 1949. p. 165. 
2See Wayward Youth, by August Aichhorn. New York: Viking Press, 1944. 
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lowship House first opened, each boy was assigned a closet of 
his own, without a lock on the door. Although some of us 
had misgivings about this from the start, the attitude that 
won out at the beginning was the one that went along some- 
what like this: we want to look upon ourselves as one big 
family, each one trusting the other implicitly. But after the 
occurrence of a few stealing episodes, and our observing how 
disturbing these were to the victims among our boys, we 
changed our policy and put a lock on every closet door. 

We are apparently in a transition period on the question of 
the relative balance between authority and permissiveness 
in the handling of children and adolescents. Fortunately, we 
seem to be witnessing a swing away from the extreme of com- 
plete permissiveness, practiced by some, which apparently was 
a reaction against the former philosophy of ‘‘spare the rod 
and spoil the child.’’ 

There is increasing evidence in the literature of a growing 
awareness of the need to be highly flexible in the degree of 
permissiveness allowed. For instance, in 1938, Slawson ' dis- 
cussed the value of an authoritative case-work approach in 
the field of delinquency, especially when dealing with imma- 
ture narcissistic clients. More recently Bromberg and Rod- 
gers* emphasized this approach in a report of their experi- 
ences in the psychiatric treatment of a group of delinquents 
between the ages of seventeen and twenty-five in a naval 
prison during the last war. They state that ‘‘when the thera- 
pist by his firmness and understanding supplies a parent 
figure in whom reality elements of authority and love are 
experienced, considerable relief is afforded.’’ We get a similar 
reaction from a different source in papers by Hacker and 
Geleerd * and by Wright and Leitch,‘ who relate their findings 

1See ‘‘Use of Authoritative Approach in Social Case-Work in the Field of 
Delinquency,’’ by John Slawson. American Journal of Orthopsychiatry, Vol. 8, 
pp. 673-78, October, 1938. 

2See ‘‘ Authority in the Treatment of Delinquents,’’ by Walter Bromberg and 
Terry C. Rodgers. American Journal of Orthopsychiatry, Vol. 16, pp. 672-85, 
October, 1946. 

8 See ‘‘Freedom and Authority in Adolescence,’’ by Frederick J. Hacker and 
Elisabeth R. Geleerd. American Journal of Orthopsychiatry, Vol. 15, pp. 621-30, 
October, 1945. 

4See ‘‘Use of Boarding Homes in Conjunction With a Private Residential 
School,’’ by Dorothy G. Wright and E. Mary Leitch. American Journal of 
Orthopsychiatry, Vol. 16, pp. 74-83, January, 1946. 
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in the treatment of severe cases of adolescent maladjustment 
at the Southard School. We have purposely chosen the above 
examples because they seem to have this in common with our 
cases: they are all instances of maldeveloped ego and superego 
structures. In such cases external authority may have to be 
supplied not only for proper guidance, but also for control of 
internal anxiety. 

The aim of our whole program is limited. It includes keep- 
ing a young person on his job or in school and improving 
his relationship first within a group and later in a family 
setting. We are dealing with individuals in whom we see 
varying degrees of retardation of emotional growth, but in 
whom there are nevertheless present healthy factors whose 
development we can assist, even if we cannot influence them 
directly, to paraphrase Beres et al.’ 

We would stress the fact that we have not had to contend 
with any cases of delinquency. This, despite the fact that 
some of our cases would fit into the category of latent de- 
linquency as this term was used by Aichhorn.? The corrective 
experiences these boys had undergone at Fellowship House,, 
and before that in other divisions of the agency, have pro- 
tected them from those provocative conditions that might 
otherwise have resulted in their becoming cases of manifest 
delinquency. We believe this to be true because of the fact 
that the case histories of our boys are so similar to those of 
cases of overt delinquency with this important exception: 
the relative infrequency of any corrective experiences in the 
lives of delinquents. This suggests another advantage of a 
set-up like Fellowship House—.e., to aid in meeting the prob- 
lems of delinquency. 

It is of interest to find a trend similar to the one just re- 
ferred to in reports by Kate Friedlander * and Dorothy Archi- 
bald. According to these authors, the English Parliament 
has passed several laws which finally led to the establishment 

1 See ‘‘ Psychiatric Program in an Agency Serving Youth,’’ by David Beres, 
Virginia Schaeffer, and Julia Goldman. American Journal of Orthopsychiatry, 
Vol. 16, pp. 84-89, January, 1946. 

2 Op. cit. 

8 See The Psychoanalytic Approach to Juvenile Delinquency, by Kate Fried- 
lander. New York: International Universities Press, 1947. 


4See ‘‘Some Services for Difficult Boys,’’ by Dorothy Archibald, in Search- 
lights on Delinquency, previously cited. 
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of hostels to which judges in children’s courts may send 
youthful offenders appearing before them. We have not seen 
any detailed account of how these hostels operate. But we 
were interested in the following brief reference in Archibald’s 
article: ‘‘The great advantage of hostels over approved schools 
is that they do not take boys out of the main current of young 
people; that there is less ‘discipline’ and the boys can be sent 
there for as short a stay as six months. Above all, there are 
hostels where probation cases are mixed with ordinary young 
people to the great advantage of the probation cases.’’ 

The general idea of the whole set-up at Fellowship House is 
to provide a living arrangement that approximates normal 
family living in a large urban community and yet does not 
make demands on the boys too rapidly. 





THE ORIENTATION OF STAFF IN A 
HOME FOR THE AGED * 
ALVIN I. GOLDFARB, M.D. 
Medical Services, The Home for Aged and Infirm Hebrews of New York City 


i. a general hospital, medical and surgical treatment of 
patients is taken for granted by the staff, who rarely be- 
come disturbed by pathology, procedures, or patient behavior 
that would excite panic, revulsion, exorbitant and useless pity, 
or even anger in the usual person. This equanimity is the 
result of an education and training that give ‘‘meaning’’ to 
the situation, so that the signs and symptoms of the ill person 
are viewed as evidence of, and response to, disturbing stresses 
from within or without, and the treatment process or the in- 
vestigator’s procedures as reasonable means toward a goal— 
the restoration of health in the individual in question. 

In a home for the aged, for the most part, there is the same 
sensible approach. However, as may happen even in psy- 
chiatric hospitals where certain members of the staff are 
unfamiliar with the ‘‘meaning’’ of psychiatric disease, the 
reaction of responsible personnel may be influenced in some 
degree by fright and horror. Such reactions seem minimal 
when the aged person is simply ‘‘organically ill,’’ are mod- 
erate when ‘ psychiatric disease’’ appears to have its basis in 
‘‘organic disease,’’ and are most in evidence when the illness 
cannot easily be traced to such roots and has obvious psy- 
chological ramifications, or results in behavioral disorder that 
is organically inexplicable or is understandable only in terms 
of ‘‘cerebral degeneration.”’ 

Even where ‘‘organic disease”’ is the: primary process, aged 
individuals tend to provoke some anxiety in those who are 
‘alled upon to care for them. 

The dependent, clinging, passively sabotaging, or resentful 
behavior of the maladjusted aged provokes anxiety in the staff 
member when he or she does not recognize this dependency or 
cannot understand it for what it is: evidence that stress is 
being experienced and responded to by the aged ill one. When 

* This investigation was made possible by the Esther and Joseph Klingenstein 
Research Fund. 
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it is seen and understood as an adaptive maneuvre, such 
anxiety is minimal or does not arise. 

In the Home for Aged and Infirm Hebrews, staff psychiatric 
conferences have been used as an educational technique in an 
intensified program of psychiatric treatment and investiga- 
tion. Such conferences, in which current problems of manage- 
ment and disposition are considered, have made it possible to 
discuss the disturbed behavior of aged residenis with the 
purpose of decreasing the anxiety of personnel as well as of 
furthering the evolution of team work in treatment. Obvi- 
ously, proper management requires that a minimum of anxiety 
be provoked in each staff member involved. Toward this 
end, specific problems that arise are dealt with in accordance 
with the following point of view. This point of view is de- 
veloped, in so far as the case material permits, systematically 
over a period of several months. 

Behavior Disorders in the Aged.—In a home for the aged, 
we are called upon to deal with many kinds of behavior dis- 
order. What we ean do depends on our skill and knowledge, 
the facilities and personnel available for use, and the modifia- 
bility of the disordered behavior that confronts us. What 
we can do depends also on the attitudes and goals of the com- 
munity in which we work; these may limit our efforts or urge 
us to full performance. 

In general, the psychiatrist places emphasis on: (1) re- 
storing the person to the greatest possible degree of social 
usefulness; (2) assisting the person to live with satisfaction, 
comfort, and dignity; (8) minimizing the complaints of the 
environment about the person. This latter goal, of course, one 
always tries to achieve without curtailing the first two. It 
is obvious that one does not treat any one in a vacuum; ina 
home for the aged, as in the community, one must respect the 
‘‘rights’’? of other persons as wel! as the patient’s, and 
the occasional disturbed person whose behavior is unmodifi- 
able by less stringent methods must, in some degree, be re- 
stricted to permit others a useful, comfortable life. 

Some specific problems that arise are: (1) estimation of 
potentialities dangerous to the self or others; (2) management 
of ‘‘disturbed,’’ recalcitrant, quarrelsome, or otherwise trou- 
blesome persons; (3) proper disposition of persons who make 
excessive demands on the particular community; and (4) esti- 
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mate of the eligibility of such persons for admission to par- 
ticular institutions. 

When confronted with a problem in disordered behavior, 
what is our procedure? In general, we seek the answer to 
four questions: What kind of person was this? What kind of 
person is this? What kind of person will this be (if no modi- 
fying influences are brought to bear)? What kind of person 
an this be if we use whatever modifying measures are avail- 
able to us? 

The first question we answer as best we can by history 
taking: family history, past personal history, and that of the 
present illness. The second, we answer by means of our 
physical examination and determination of mental status. 
The third is answered by extrapolation in the light of our 
accumulated knowledge, the patient’s life situation and en- 
vironmental influences being taken into account. To answer 
the fourth, we must consider the patient in terms of his in- 
tellectual and affective resources, viewed from a dynamic 
point of view in terms of the established mechanisms of psy- 
chological adaptation.’ One of our best means of estimating 
these resources is study of the patient’s past record. 

We also consider the possibilities of altering the situation, 
the better to enable the patient to make a satisfactory adapta- 
tion. The environment must also be evaluated in terms of the 
possibility of the patient’s altering it to suit himself better if 
we can help him achieve his maximal capacity for adaptation. 

We are, of course, interested in the person’s general ap- 
pearance and behavior, in his stream of speech, his grasp and 
comprehension, the relevance or irrelevance of his answers to 
questions, trends toward circumstantiality or clear goal of 
conversation. We must make some assay of his mood or affect 
at the time of the interview and some estimate of what it has 
recently been. We note the content of his thought. We are 
most interested in his preoccupations; his ideas about the 
people and institutions he deals with; his feelings of worth, 
self-confidence, acceptance; his habitual methods of adapting 
to the world in which he lives. 

We pay particular attention, in the aged, to the intellectual 
resources. We note orientation to time, place, person, and 
situation, memory remote and recent, retention and recall, 


1A term borrowed from Dr. 8. Rado. 
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calculation, general information, judgment, and we evaluate 
the person’s insight into his own difficulties. 

Having sought the answers to these questions, what do 
we find in the aged? 

The aged individual is often found to have lost certain 
basic and all-important resources. One of these is memory. 
So far as we know, this is the correlate of diffuse cortical 
damage. Now anticipation depends on memory, and con- 
trolled anticipation appears to be the totality of what we call 
reasoning. Thus, reasoning and its corollary, judgment, are 
impaired with memory loss. 

The loss of such a resource results in what we see as a 
degree of dependency—a person unable to care for himself 
with his previous efficiency, who, to survive, may need our 
help. Seen from the: affected person’s point of view, this 
dependency is a degree of helplessness. This helplessness is 
either new and fresh for the person (if he has been a rationally 
directed, emotionally mature, maximally self-reliant person), 
or it may be merely a reinforcement of preéxisting depend- 
ency. The person’s behavior is then reorganized along the 
lines of his previously established mechanisms of psycho- 
logical adaptation. He may view this dependency as: (1) a 
situation of great vulnerability in which damage is constantly 
threatened or certain; (2) a situation in which great care and 
protection is naturally to be expected; or (3) there may be a 
combination of these two points of view. 

If the helplessness is viewed as vulnerability, there is fear. 
We may see this manifested as general nervousness, appre- 
hensiveness, with restlessness, panic, or immobilization. If 
the expectancy of protection is great, the way is paved for 
frequent and great frustration. 

In all this we must not forget that the loss of memory itself, 
and all the pleasures thought entails, is itself a deprivation— 
a frustration on a grand scale. 

With all this, what may we further expect? 

The previous mechanisms of psychological adaptation de- 
termine the patterns of behavior that emerge. The indi- 
vidual, in his dependent state, tends to revert to childhood 
and to reorganize his behavior along the lines of seeking help 
from those about him. This may be viewed as search for a 
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parental figure. This ‘‘plea for assistance’? may take the 
form of obedience in a passive manner or may be actively 
appeasing and ingratiating, to obtain and hold the sought-for 
‘‘parent.’’ The helpless person may be defiant—passively 
recalcitrant, waiting for great gifts from the parental figures, 
to whom, in his state of helplessness, he is inclined to attribute 
his troubles, or he may be actively angry, turn demanding, 
and try to force the loving care he desires. Resentment and 
anger may be so strong that the environment is constantly 
attacked in a paranoid manner, or they may be turned against 
the patient himself ironically, to excite our sympathy or with 
a sense of defeat, which is seen by us as depression. 

Thus, all the complicated elaborations of once useful emo- 
tions over which control has been lost may show themselves 
in the setting of dependency resulting from the aging process. 
However, we have in these persons an additional factor on 
which these complicated mechanisms of adaptation are super- 
imposed—the defects in apparatus and function. 

Of these defects, or lost resources, we have thus far con- 


sidered only one—the loss of memory. Other resources are 


lost as well. There are, for example, disturbances of the per- 
ceptual apparatus—the eyes, ears, and other sensory organs. 
The muscular system suffers. Homeostatic mechanisms (the 
means of maintaining internal equilibrium in the face of the 
changing environment) both acute and longer-acting, are 
diminished in efficiency either on systemic grounds or because 
of the alteration of function of links in the sequential chains 
of integration. 

The sensory-neuromuscular integrative system suffers and 
the individual is unable to cope with the changing environment 
in the two basic ways. First, he is literally not up to master- 
ing or escaping from environmental changes; and second, he 
is unable to maintain his internal equilibrium in the process 
of attempted mastery or escape. In fact, in the aged as in 
the very ill, we may see varying defects in maintaining the 
internal equilibrium under conditions of minimal stress. This 
of course leads inevitably to death of the organism. 

We are dealing, then, not merely with the effects of rage 
and fear on.the development of the individual and with the 
inhibitions that result, causing, for example, indecisions, 
doubts, inertia, impulsiveness; but we are dealing with inabil- 
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ity to act based on defective apparatus, the effects of which are 
all-pervasive. The defects in the apparatus for effective action 
result in a lack of freedom of action of a primary kind. Such 
limitation of the person’s function by itself leads to doubt, 
indecision, fear, and rage. It is often difficult to say, in such 
states of disordered behavior, how much is on the basis of 
defect, and how much is secondarily provoked, emotionally 
determined inhibition of function in reaction to the failures 
made inevitable by the defective apparatus. 

At any rate, it may help us now to consider our own reac- 
tions to the dependency of the aged and its manifestations. 

Staff Reactions to Aberrant Behavior —lt is not uncommon 
for aged persons to be viewed as ‘‘pathological museums, ”’ 
whose medical study, treatment, and management are tedious 
and unprofitable. Their illnesses may be seen as hopeless and 
our treatment of these ‘‘degenerative’’ and ‘‘deteriorative’’ 
processes as futile. Many are repelled by the ineontinenee, 
self-neglect, or slovenly helplessness of the aged. A ‘‘broader 
view’’ is often taken in which the care of the aged person is 
resented or deplored as time wasted because ‘‘they have only 
a short way to go’’ and were possibly ‘‘not worth much to 
start with.’’ These are obviously hostile attitudes. 

On the other hand, there may be a tendency to view the aged 
as ‘‘cute,’’ “‘darling,’’ ‘‘sweet.’’ Pity, sympathy, compassion, 
desire to help the distressed, now so helpless and in need, may 
be dominant attitudes. <A ‘‘broader view,’’ stressing duty to 
fellowmen and striving toward the relief of distress and the 
saving of lives, may be paramount. These seem to be com- 
passionate, loving attitudes. As evidence of acceptable ac- 
culturation, they are creditable, but they may be excessive and 
harmful. 

These reactions, both overly hostile and overly loving, are 
viewed in the following way: These patients frustrate us. 
Their dependency is onerous; we are busy; they cling to us 
like children, yet they are not children. On the contrary, they 
are usually older than we—the sort we have been inclined to 
look to for help, feeling disappointed if we do not receive it. 
In short, these people point up our own unsatisfied dependency 
patterns. We feel our own inadequacies and helplessness and 
become anxious. 

In addition to this threat to our dependency needs, they are 
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reminders of what may happen to us, too. They are reminders 
of our own vulnerability, our own inescapable mortality. This 
epitomization of our own fundamental helplessness is a further 
threat. 

Our reaction is to be anxious, fearful. 

How do we show this? In terms, of course, of our own 
previously established mechanisms of adaptation. The usual 
patterns fall into two large groups: (1) the excessively com- 
passionate—usually serving no purpose; (2) the hostile, which 
meets threat with threat, dominates, rejects, overrides. 

Instead, it seems preferable, wherever possible, to deal with 
the motivations of the patient in a rational, goal-oriented, 
modifying way. Within this framework, of course, compas- 
sion is possible and helpful; within this framework, threat 
may meet threat with knowledge of its practical efficacy where 
punishment sought must be administered, if this is the shortest 
route to the final goal of restoring a maximum of independent 
functioning in the sufferer. 

If we react to the extreme dependency of the aged with 
anxiety because of the threat it constitutes to our own de- 
pendency needs, and in the presence of this anxiety show 
either useless compassion or unreasonable anger, this leads 
only to further frustration of the patient and of ourselves, 
precluding our goal of dealing with the motivated behavior of 
the patient in a rational, modifying manner. 

Therapeutic Orientation.—We often have at hand methods 
of placing the organism in the best situation to favor and 
hasten those natural healing processes that can occur in the 
aged. We should use these whether they are meditinal, or 
physical, or involve situational manipulation. We also at- 
tempt to find the residual assets and put them to use, thus 
serving society and the person by permitting him satisfactions 
which, in turn, favor continued contact with reality in a 
context of reasoned rather than emotional metivation. 

The staff psychiatric conference is useful in indirectly 
bringing to the awareness of personnel their own attitudes of 
fear provoked by dependency and its manifestations. Our 
own anxiety and its concomitant sense of helplessness to 
deal with the situation result in our immobilization or in de- 
mands for help from outside instead of in rational attempts 
to find a solution of the problem. Rage and hostility may 





ORIENTATION OF STAFF 83 


override, leading to punitive or other rejecting measures. 
Compassion may prevail, but without usefulness in helping 
the aging person. Rational action toward helping an indi- 
vidual resident in the home may be taken if we start as in- 
formed, reasonable persons, self-reliant within our function 
and willing to carry it out for the benefit of the resident in 
question. 

What is stressed in staff conferences is that there is really 
no question of ‘‘functional,’’ or ‘‘organic,’’ ‘‘psychogenic’’ 
or ‘‘somatogenic’’ in the handling of disordered behavior; 
rather there is the question of what can we measure or note, 
by what method we can most accurately describe the proc- 
esses, so that we may choose and put to use effective methods 
of treatment (modifying measures). 

Our classifications have too much been derived from methods 
of investigation and treatment used and too little from our 
understanding of disease as a disturbance of vital equilibrium 
which we can help correct not by one method alone, but by 
one of many separately or together. Healing, repair, is after 
all the task of the organism; we have at hand now many, now 
few or no methods of placing the organism in the best situa- 
tion to favor and hasten this process. We use whatever is at 
hand that works, and constantly seek more efficient, faster 
remedies. 

At present, the treatment of these behavior disorders in 
terms of what has been and is being done is usually oriented 
toward gratification of the dependency strivings or by forcing 
the patients toward non-threatening (to us) inhibition and 
withdrawal. It would seem to be more reasonable to find the 
assets of the person and to try to put these to use, thus serving 
both society and the person by opening the way to self-satis- 
faction which will favor continued contact with reality, a 
broadening of this contact, and a decrease in the person’s 
need for magical fulfillment in a setting of ‘‘parentai care.’’ 

Always to be kept in mind, nevertheless, is the fact that 
with many aged persons the illusion must be fostered and 
maintained that all-embracing ‘‘parental’’ care and protec- 
tion is continuously present or available. 





A FOLLOW-UP STUDY OF A GUIDANCE- 
CLINIC WAITING LIST * 


DON P. MORRIS, M.D. 
AND 
ELEANOR P. SOROKER 
Department of Neuropsychiatry, Southwestern Medical School and the Dallas 
Child Guidance Clinie, Dallas, Texas 


FoR many years child-guidance and mental-hygiene clinics 

throughout this country have been under severe pressure 
from case loads greater than staff strength to meet them. In 
the interest of doing careful, high-quality work, most clinics 
have devised waiting lists for all but the most emergent 
problems. 

It has been the common experience that when people are 
re-contacted after any considerable waiting period, many of 
them state that they no longer need elinie service; or if the 
matter is left to the patients themselves, a large number do 
not re-contact the clinic after a stated period. Frankly, our 
staff tended to doubt whether this was really due to lack of 
need for the service. We thought that many people who need 
service were using this as a defense because they had been in 
effect turned down in the first place. On the other hand, 
harassed staff workers, when contacting patients again, might 
well accept their not coming back readily and with relief. They 
might even unconsciously encourage them not to come back. 

With these questions in mind, we did a follow-up study by 
telephone to determine what had actually happened to patients 
who had applied for service at this clinic, but had been refused 


at the time of application because of a long waiting list. 
Seventy-two persons were interviewed in all. The waiting 
period they had undergone varied from several weeks to six 
months. At the time of their application, by clinic policy the 
patients were told either to call back at the end of a stipulated 
time, which was usually several months, or were told that the 
clinic social worker would call them back as soon as an appoint- 


* This study was made possible by a grant from the Hogg Foundation for 
Mental Hygiene. 
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ment became available, but that it would probably be several 
months away. The study was confined to those persons who 
had applied for service during the past five years and could 
not be seen when help was requested, and who did not call 
for an appointment, or did not keep the one offered them at 
a later date. : 

The telephone interviews were conducted by a_ trained 
medical social worker, working entirely in the area of research. 
She had no connection with clinic policy and was not re- 
sponsible for the care of patients coming to the clinic. The 
interviews on the phone were conducted with the patient if 
it was an adult, or if the patient was a child, it was discussed 
with the parents. All the people contacted were told very 
frankly the purpose of the study and were not offered service 
at this time. If they initiated a request for help, they were 
referred to the same intake procedure as any other applicant. 
The research worker inquired primarily into the questions 
of whether or not the patient got help elsewhere, whether or 
not the problems about which they sought help still existed, 
and how the patient or family had dealt with the problem. 

It was striking throughout the interview how much positive 
interest was encountered by the social worker when she 
reached these people. The research procedure was, in itself, 
a ‘‘reaching out’’ process, and even though it was done on 
a research basis, it still demonstrated some interest in these 
people and their problems. They showed uniformly an eager- 
ness to discuss their problems and their reasons for not 
coming to the clinic when appointments were available. 

Exactly one-half, or 36 of the total of 72 persons interviewed, 
still stated that the problems for which they had come had 
cleared up or that they no longer had them. In 19 instances 
the problems had cleared up of their own accord and through 
family effort. In,six cases school attendance or new teachers 
had seemed to help. Three more children had been helped by 
going to private speech therapists or schools of voice correc- 
tion, and one child’s thumb-sucking had been cured by a trip 
to the dentist, who talked to the patient. The mother did not 
know what the dentist had told her. 

One patient went to a private physician who gave him vita- 
min shots for ‘‘nerves,’’ and the mother reported that the 
child was all right at the time of our follow-up. She explained 
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that the patient had lost his father shortly before his applica- 
tion to the clinic and seemed bothered a‘great deal by it and 
was hard to get along with. One mother read books and cured 
her child’s enuresis in that way. Another parent said that 
she got help from the lectures given at school by the members 
of the child-guidance-clinic staff. Four patients were treated 
_by private psychiatrists and reported that they no longer 
‘had problems. 

Thirty-six, or one-half, of the patients interviewed, stated 
that their problems still existed. These people had not gone 
elsewhere for help, but were either discouraged by the long 
waiting period or had lost the impetus for taking time to seek 
help by the time their application was reached. Many thought 
that the problem would improve of its own accord, since often 
the acute stage had passed during the waiting period. Sixteen 
people reported that the problem was somewhat better since 
the acute stage had passed, but seven expressed a desire to 
return to the clinic at this time, and five actually made appli- 
cation again to the clinic through the regular channels. Two 
parents felt that things were going along better now, but 
needed reassurance that they could call the clinic at any time 
it was necessary. ‘Two others stated that the problems had 
improved and they did not feel that help was necessary now, 
but it was apparent from their description of the situation 
that many of the original factors about which they had sought 
help were still present. 

Among those families in which a problem still existed, five 
stated that they could not afford the private psychiatric care 
to which they had been referred, and one reported that he was 
unable to get a mutually satisfactory appointment with the 
psychologist who was suggested to him. Three people had tried 
going to private physicians who gave varying types of treat- 
ment, but the problems were not cleared up. ‘Two patients 
tried going to private psychiatrists, but the families were not 
satisfied with the results. 

With no exceptions these people felt that they would have 
benefited from clinic service at the time they had made appli- 
cation. They voiéed such opinions as, ‘‘I wish the clinic could 
reach more people at the time they need help’’; or, ‘‘When 
they put me off for so long, I just had to forget about it’’; or, 
‘‘T needed help at once.’’ One motiier was ‘‘sorry you couldn’t 
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see me when I called as it would have meant a great deal to 
me.’’ One family had been referred to a family agency in 
the community when we could not see them at the clinic, but 
they felt that this was beneath their dignity and did not go. 

It seems quite clear from the experience of this study that 
many problems for which help is requested at a child-guidance 
clinic do not necessarily clear up during the waiting period 
just because the family does not return later or because they 
say they do not need help any more. Many factors operate 
to deter patients from coming in after being put off for a 
long time. In general they are discouraged, they feel rejected, 
and something about the timeliness of the original need is 
lost in the grinding process of clinic scheduling. 

Secondly, it seems clear that when the clinic reaches out 
even by means of this simple research device, people really 
are still quite interested. The chances are that if staff 
members had a ‘‘reaching out’’ attitude all of the time, their 
waiting lists and their burdens would be even heavier than 
they are. However this is going to be handled administra- 
tively, it should be pointed out, and in full sympathy with the 
pressures under which most staffs operate, that whether we 
reach out or not does make a great deal of difference as 
to how many people use the clinic. We should not delude 
ourselves or those responsible for the administration and 
financing of clinics into thinking that people don’t need help 
just because they don’t call back or because they don’t say 
that they need help when they are called, 

Finally, we present additional evidence that the waiting 
period is a discouraging and rejecting experience. This will 
not be a startling or new discovery to staffs and others in- 
terested in child-guidance clinics. We believe that too much 
emph: sis cannot be placed on this fact. There is real reason 
to reéxamine intake policy and waiting periods continuously. 
We are not at all convinced that stacking people up on a nice 
hourly schedule is either the best or the most efficient way to 
handle problems. People feel a need for help when they feel it 
and not when it is convenient for others. It is quite possible 
that it would take less time to assist people if our system of 
dealing with their problems could be more flexible when they 
first come to our attention. 

These are admittedly matters of clinic policy and those 
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responsible for this might decide differently in one situation 
than in another, and one clinic group could well have different 
goals from another. At any rate, the facts as to how patients 
react to the waiting period, as brought out in this study, 
should be matters of serious concern from a purely profes- 
sional point of view, on the one hand, and from a public-rela- 
tions and financing point of view, on the other. 
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I. THe Norma SLEEP Function. 


HE increasing use and abuse of soporifies in recent years, 

and the increasing number of intoxications and suicides 
by means of soporifics, have rather grimly made the treat- 
ment of sleep disturbances a subject of current interest. 

One cannot divest oneself of the impression that many 
doctors feel insecure and uncertain before the treatment of 
sleep disturbances. The sleep function to them is a very 
vague concept, and all too often the treatment is limited to a 
prescription for a soporific. Since soporifics alone can never 
cure sleeplessness, trouble often arises: a tendency develops to 
a protracted use, or abuse, of soporifics, tablets and medicine 
bottles accumulate in the home, and the result sometimes is 
attempted suicide. The physiology and pathology of the sleep 
function may, however, be.treated as rationally as any other 
medical problem, as this paper will attempt to illustrate. 

Researches on the problem of sleep have not been lacking. 
A problem that so naturally suggests itself has of course inter- 
ested physicians and other investigators from the earliest 
times, and Pieron, in 1913, could report in his classical work, 
Le Probléme -physiologique du Sommeil, no less than 3,000 
works on sleep. Only a minority of these works, however, are 
of interest to-day, except from the historical point of view, and 
the experience they represented was not sufficient for a gen- 
eral synthesis that would be serviceable as a foundation for 
our understanding of sleep, both in the field of research and 
in practical work. 

Later—and especially in the years after World War I— 
researches into the sleep function have followed fixed tracks, 
and the sleep function is now being mapped out scientifically, 

* Presented as one of the lectures in the ‘‘flying seminar’’ program conducted 
in connection with the Fourth International Congress on Mental Health. 
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in the best sense‘of the term. Of course there are still a great 
many points that are obscure, as there will continue to be 
important neurophysiological problems that have not yet been 
clarified. So much has been established, however, that it is 
possible to give a rather exhaustive description of the physi- 
ology of the sleep function, and, using this description as a 
base, to indicate in a general way the lines that the treatment 
of sleep disturbances will have to follow. 

First, let us define our concepts. Sleep, in the general sense 
of the term, constitutes only one part—albeit the most 
conspicuous one—of the total sleep function. Kleitmann sum- 
marizes the more important criteria of sleep as follows: (1) 
a loss of critical reactivity to events in one’s environment; 
(2) an increased threshold of sensibility and reflex irritability ; 
and (3) an ability to be aroused or brought back to the state 
of wakefulness. Thus, a person may reflexly hit out with his 
hand at a fly if it disturbs him in his sleep. As a rule one 
does not hit it because one is not able to take aim in one’s 
sleep when the functions of the cerebrum have been disen- 
gaged. Moreover, the criteria include a partial suspension of 
the psychic, motor, and sensory functions as well as of the 
more or less easy wakability that characterizes sleep in con- 
tradistinction to pathological unconsciousness. | 

On the other hand, the criteria fail to mention anything 
about changes in the vegetative functions, and one might ask 
the question: Does this mean, then, that these functions do 
not change during sleep? With this question we approach 
one of the fundamental problems of the physiology of sleep. 
For it appears that while certain psychical and somatic (1.e., 
motor and sensory) functions change instantaneously in fall- 
ing asleep and waking up, so that these changes are character- 
istic of sleep proper, no such changes occur in vegetative func- 
tions. But in other respects vegetative functions are very 
important links in the mechanism of sleep function: (1) the 
sleep function is regulated by a superior sympathetic center 
in the hypothalamus; and (2) certain vegetative functions are 
subject to characteristic diurnal variations, incorporated in 
the sleep function in that special changes occur as a precursor 
of, and prepare the way for, sleep proper, which they then 
regulate by serviceable variations during sleep. These 





THE SLEEP FUNCTION AND DISTURBANCES 91 
functions are, therefore, designated as vegetatwe sleep 
preparedness. 

Thus we have—in addition to the concept of sleep in the gen- 
eral sense, based on the criteria already mentioned—vegeta- 
tive sleep preparedness and the extended concept, sleep func- 
tion, comprising the total complex of physiological processes 
that induce and accompany normal sleep. I now propose to 
review as briefly as possible the individual components of 
the sleep function. 

All investigators are agreed that in the hypothalamus, near 
the aqueduct of Sylvius, (a channel connecting the third and 
fourth ventricles of the brain) a center is located that is of 
significance for the regulation of sleep, but it has not been pos- 
sible to reach absolute agreement as to its manner of working. 
Eeconomo, whose classical studies on epidemic encephalitis 
(popularly known as ‘‘sleeping sickness’’) have broken new 
ground in this field, thought that there was a Schlafsteuerungs- 
zentrum—a sleep-regulating center—consisting of an anterior, 
upper center of wakefulness and a posterior, more caudally 
located sleep center, which in inflammatory irritation pro- 
duced, respectively,‘ insomnia and hypersomnia. Economo’s 
conception of the regulation has recently been partly confirmed 
by the studies of the Dutchman, Nauta, but most other investi- 
gators reckon with only one bilateral center, which, according 
to Hess, acts as a sleep center, while Ranson and his co-workers 
look upon it as a center of wakefulness. 

It would take too long to go into detail concerning this most 
interesting discussion, which is so significant for the whole 
problem of sleep. For the present, however, we may rely 
safely on Ranson’s conception, which is based on the finest 
and most carefully conducted experiments on a very large 
body of material. In his conclusion Ranson states: 


‘‘The hypothalamus is the center for integration of the sympathetic 
and somatic¢ reactions involved in emotional expression, and its activity 
produces a thoroughly excited animal with active visceral and skeletal 
musculature.... It is probable that the active hypothalamus discharges 
not only downward through the brain stem, spinal, and peripheral nervous 
system into the body, but also upward into the thalamus and cerebral 
cortex. This upward discharge may well be associated with emotion as 
a conscious experience 

‘‘It is reasonable to assume that elimination of the excitation caused 
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by hypothalamic activity is responsible for the somnolence and that under 
normal conditions the hypothalamic drive plays a large part in maintain- 
ing the waking state 

‘* All the evidence from this series of experiments points to the lateral 
hypothalamic area as the region, bilateral destruction of which leads to 
somnolence, It is the same area the stimulation of which produces 
most readily combined sympathetic and somatic excitation, the sham rage 
syndrome. Small lesions bilaterally placed in the caudal part of this area 
caused marked disturbance in the capacity to regulate body temperature. 


‘*Stimulation of the hypothalamus results in the formation of hormones, 
adrenin and sympathin which become distributed through the body in the 
blood stream and serve to spread, reinforce, and prolong the automatic 


excitation.’’ 


A great number of experiments with injection of various 
substances into the third ventricle or the hypothalamus 
strongly support Ranson’s conception. The calcium ion, 
reducing the irritability of the nervous tissue, and potassium 
cyanide, which is inhibitory to oxidation, both promote sleep, 
while, when injected alone, the potassium ion has an exciting 
effect. The sympatheticus-paralyzing ergotamin produces 
somnolence, whereas atropin, which stimulates the parasym- 
pathetic nerves, has no influence on sleep. 

The main result of these experiments is that sleep and exeite- 
ment—or at any rate the somato-vegetative components of 
these phenomena—are opposite effects of the activity of the 
same hypothalamic center, in the manner that excitement in- 


corporates an increased activity of the center, sleep a lowered 
activity; and, in addition, the differences in activity are com- 
bined with corresponding differences in a fairly generalized 


sympathetic activity. 

These results have been obtained on the basis of animal 
experiments, but the aforesaid relation between the function 
of the center and sympathetic activity makes it possible to 
transfer the experiments to: man, in whom it is possible to 
study various vegetative, functions in relation to sleep. 

Since the hypothalamic center is also a superior center for 
the vascular regulation, it is natural to study this regulation, 
partly by measuring the peripheral skin temperature, partly 
by the plethysmographie method. 

By means of a special apparatus which makes an automatic 
photographic registration of skin temperature of the toes and 
rectal temperature, the diurnal variations of the tempera- 
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ture were studied in a series of patients. These studies showed 
that, when certain sources of error are avoided, distinet rises 
in the skin temperature are in evidence following the after- 
dinner nap and a night’s sleep, indicating lowered activity of 
the sympathetic center. Furthermore the rise in skin tem- 
perature appears prior to sleep, indicating that the vegetative 
sleep preparedness comes as the necessary precursor or 
foundation for sleep. 

Sleep preparedness is established as a consequence of the 
internal regulation, while the onset of sleep can take place 
only when a series of exogenous conditions, such as quiet, dark- 
ness, and so on, have been provided. 

Sleep preparedness is generally most pronounced at the 
onset of sleep, or shortly after, as shown by a maximum of the 
skin temperature of the feet at this moment, before it again 
decreases in the remaining period of the sleep as a counter 
regulation that sets in to prepare for awakening. 

During an uninterrupted night’s sleep, variations can be 
seen that closely resemble the classical sleep-depth curves, 
with a first and highest maximum during the first one or two 
hours, followed by a relative minimum, corresponding to light 
or interrupted sleep. Later there is a lower maximum before 
the final decrease in sleep preparedness sets in as a prepara- 
tion for awakening. The experiments may be said to demon- 
strate such an expedient regulation of sleep that we may con- 
sign ourselves to the arms of Morpheus with even greater 
confidence than before. 

When the skin temperature is increasing, the rectal tem- 
perature decreases, as a reflection of the skin temperature. The 
fall is conditioned by the increased loss of heat during sleep 
preparedness. 

These diurnal variations are, however, by no means hard 
and fast. They are dependent upon constitutional factors 
and the mode of living, and, hence, follow a fairly regular 
rhythm. But they are greatly affected by a change in the 
mode of life, such as work in changing shifts, and they are 
also influenced by medicaments and meals. 

Following the ingestion of benzedrine, 15 milligrams, in the 
morning, a decrease in skin temperature will appear. Tem- 
perature again will rise shortly after each succeeding meal. 
Also, a normally high skin temperature will occur at night. 
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In a subsequent experiment conducted on the same subject, 
15 milligrams of benzedrine was given in the evening at the 
time when sleep preparedness usually appeared, and the tem- 
perature fell regardless of the first meal, whereas a rise was 
in evidence after the next two meals. The first time the sleep 
preparedness was not sufficient to put the subject to sleep, but 
the second time, at 7.30 in the morning, he fell asleep immedi- 
ately. The usual nocturnal decrease of the rectal temperature 
failed to appear, owing to the unusually low skin tempera- 
ture—and by this finding we are afforded convincing proof 
that the normal nocturnal decline+in rectal temperature is 
brought about mainly by the increased loss of heat, and not 
entirely by a decline in muscular activity and metabolic rate, 
as formerly assumed. This hypothesis has been further sup- 
ported by direct measuring of the metabolic rate. 

In the course of the years, a great number of studies on 
other vegetative functions have been undertaken, and a closer 
scrutiny of these studies has given the result in all cases that 
the reduction of the sympathetic functions may appear before 
sleep and may increase during initial sleep, in complete anal- 
ogy with the variations occurring in skin temperature. These, 
however, are the easiest to demonstrate, and because of lack 
of time I shall have to deal more summarily with the other 
examinations. 

First, I want to mention briefly the relation between the 
sympathetic and the parasympathetic function. Hess, as is 
well known, has advanced the theory that in the full waking 
state, there is a preponderance of sympathetic function and 
during sleep a preponderance of the parasympathetic. He 
bases his view mostly on the fact that the pupil is contracted 
during sleep, a definitely parasympathetic phenomenon. This, 
however, is a relatively isolated phenomenon. The most signi- 
ficant factor in the rhythmic diurnal variations is the sympa- 
thetic variation between vigorous activity in the daytime and 
decreased activity during sleep preparedness and sleep. Dur- 
ing the reduced sympathetic activity, it is easier for an isolated 
parasympathetic activity to unfold itself, but it is not possible 
to speak about any generalized parasympathetic preponder- 
ance. The difference between the adrenergic and the choli- 
nergic biochemical activity accounts for this. Epinephrine 
can be carried with the bloodstream and contributes toward 
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a generalization of a sympathetic activity which is confined 
to a limited area, or in some cases, is entirely localized, while 
acetylcholine immediately is destroyed in the bloodstream 
and parasympathetic activity is consequently always limited 
to a relatively localized area. 

Among the clinically most important vegetative changes 
that occur during sleep preparedness—which, moreover, vary 
with the depth of sleep—should be mentioned the lowered 
secretion of a series of glands. The secretion of tears 
decreases at a rather early stage of sleep preparedness, giving 
a sensation of dryness and itching of the eyes. When feeling 
sleepy, children say that the Sandman is there. The secretion 
of the mucilaginous glands decreases, so that a coryza does 
not inconvenience the sufferer during sleep and starts again 
only during wakefulness. Similarly, the mouth feels dry dur- 
ing sleep—not only in people who sleep with their mouths open. 

The acidity of the gastric juice increases with sleep pre- 
paredness, and simultaneously the amount of fluid decreases. 
This point should be borne in’mind in dealing, with patients 
suffering from ulcers of the stomach and gastritis. The secre- 
tion of bile is lowered during sleep, as observed especially by 
Swedish investigators, who have also found a marked diurnal 
rhythm of the liver function. As to gastrointestinal peri- 
stalsis during sleep, conceptions are somewhat varying, which 
may possibly be taken as an indication that this function is 
not essentially altered during sleep, something that is in keep- 
ing with clinical experience. 

Night urine, as is well known, is of a very different com- 
position from day urine. The output decreases appreciably 
during sleep preparedness (that is, also without sleep). Night 
urine is more acid, with a distinctly lowered pH, it contains 
more magnesium, ammonia, and phosphorus, but less potas- 
sium, sodium, chlorine, nitrogen, urea, and amino acids. The 
lowered nocturnal output of urine should be borne in mind in 
giving treatment with sulfa drugs, which, as everybody knows, 
may precipitate in the uriniferous tubules and produce anuria 
if the output of urine is low already. In such therapy, bever- 
ages in the evening and, if necessary, also in the night, should 
be prescribed. 

Quite mechanically, the horizontal position produces a higher 
output of urine, especially in patients with edemas. This 
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effect may in certain cases overcompensate the output-reduc- 
ing effect of sleep preparedness, and hence such patients— 
especially older people, in whom sleep preparedness is often 
less pronounced—are frequently troubled with nocturnal 
micturition. 

These inconveniences are aggravated by a generalized tend- 
ency to development of edemas during sleep, which is associ- 
ated with the peripheral vascular dilatation already men- 
tioned. It is thus common knowledge that the face may become 
swollen and the features blurred during sleep; similarly, 
girdles, ribbons, wrist watches, and so on, may become too 
tight if they are not loosened before the wearer goes to bed. 
Furthermore, a dilution of the blood occurs, partly because 
of the static conditions with a lowered content of albumin, 
but an increased content of chlorine and phosphates, whereas 
the hydrogen-ion concentration changes but little, the decrease 
in the pH having ranged from 0.02 to 0.06. 

The secretion of sweat does not generally change during 
sleep. Only if the surrounding temperature is so high as to 
render difficult the normal giving off of warmth during sleep— 
as in the case of people who sleep covered up by thick, heavy 
feather beds, and of certain neurasthenics—the peripheral 
vascular dilatation will not be sufficient to promote the neces- 
sary loss of heat, and hence a vigorous secretion of sweat sets 
in at times. Night sweats, as is well known, are a prominent 
symptom in febrile conditions—e.g., tuberculosis. However, as 
will be seen, other possibilities—such as being too warmly 
covered up, or neurasthenia—have to be considered before a 
patient with night sweats is suspected of suffering from tuber- 
culosis. Again, nocturnal attacks of anxiety, or dreams involv- 
ing a state of anxiety, may be accompanied by considerable 
secretion of sweat. 

The pulse rate is lowered merely by prolonged rest. By 
the employment of electrocardiography, a prolonged conduc- 
tion time is found—equally pronounced during rest and sleep. 
The pulse rate decreases evenly in the course of the night and 
thus appears not to be correlated with sleep preparedness. 
Organic tachycardia—e.g., thyreotoxic—does, not slow down 
during sleep, in contradistinction to neurotic tachycardia, and 
this has been helpful to some authors in making this—often 
rather difficult—differential diagnosis. 
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The systolic blood pressure decreases evenly during the 
first two hours of sleep, after which it keeps fairly constant 
till the subject wakes up, probably also mainly due to mechani- 
cal causes. The diastolic blood pressure does not change 
appreciably. 

The changes in the somatic nervous system of sensory and 
motor functions in relation to sleep differ very considerably 
from those of the vegetative functions. While the latter are 
attached to sleep preparedness, the somatic functions change 
in close relation to sleep. <A close study of the changes of the 
somatic functions will, therefore, supply a good deal of infor- 
mation about how and when we sleep. Most of you no doubt 
have seen what happens when a person falls asleep. You 
have seen a man sitting in a train nodding his head, as he is 
about to fall asleep. Suddenly his head drops forward, but 
is immediately straightened with a jerk; the process. is 
repeated a couple of times; gradually he experiences some 
difficulty in straightening it, and with each nodding movement 
his head comes further and further down, until eventually 
his chin rests on the chest, and there it remains as long as it 
is possible for him to be fast asleep in this somewhat uncom- 
fortable position. 

This observation is not merely a matter of curiosity; it 
tells how the actual onset of sleep always takes place. Only, 
it is not possible to follow the process in persons lying com- 
fortably in their beds. It can be studied in greater detail, 
however, if the respiration movements are recorded; then a 
typical change of expiration will be observed. In general, 
this is considered to be mainly a passive movement, but experi- 
ments show that in restful wakefulness a modest, but dis- 
tinctly active factor is present in expiration which is absent 
during sleep. This brings about a characteristic change in 
the recorded respirations, so that merely by reading the respi- 
ration curve, one can see when the experimental subject is 
asleep and when he is awake, as demonstrated in my doctorate 
thesis, Studies on the Respiration during Sleep. 

Records of the pressure from the respiratory valve show 
that in sleep the expirations have a distinctly lower pressure 
than during the waking state. The pauses regularly seen 
after each expiration during wakefulness always disappear 
during sleep. So, in these two ways a sleep expiration can be 


re) 
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distinguished from the expiration of wakefulness. At the onset 
of sleep we encounter the peculiar phenomenon that first a 
brief sleep period appears a few times—indicated by a single 
sleep expiration or a part of such in respiration otherwise 
of the waking type—followed by slightly longer periods inter- 
rupted by brief wake periods, and, finally, by uninterrupted 
sleep. 

The onset of sleep may last for a short period of one or 
two minutes, or for about half an hour. 

Awakening is often introduced by a deep thoracic inspira- 
tion, which has the peculiar action that—as shown by Bolton, 
Charmichael, and Stiirup—it elicits a vigorous vasoconstric- 
tion—i.e., an increased sympathetic activity. The deep sigh 
with which we leave the pleasant dreamland in the morning 
to take the plunge into the difficulties of the day, is, therefore, 
in reality a most expedient mechanism, serving to remove the 
last remnant of the night’s sleep preparedness. 

But dangers threaten the weak person from early morning 
on. For awakening occurs instantaneously, in contradistine- 
tion to the onset of sleep, which is a more protracted process. 
If a subject yields to his disinelination to allow himself to be 
torn out of the arms of Morpheus, he will easily fall asleep 
again, and another onset-of-sleep period will set in, and sleep 
preparedness increase again. An additional morning slumber 
thus may only make one more sleepy. It is tempting, but 
serves no useful purpose. 

If the registration of respirations is continued throughout 
the night, the peculiar phenomenon will be observed that deep 
and undisturbed sleep, with absolutely regular respiration, 
occurs only in periods of up to one hour, connected by episodes 
of irregular respiration, indicating light or interrupted sleep, 
which collectively extend over more than one-half of the night’s 
sleep even in young, healthy experimental subjects, and regard- 
less of whether they have a respiratory valve in the mouth or 
sleep quite untroubled. 

Interrupted sleep manifests itself only in the respiration 
movements, belonging to the somatic nervous system. We are 
actually concerned here with a condition of partial wakeful- 
ness, as consciousness is not affected, for which reason the 
subject is unable himself to perceive it as such. In addition, 
it must be borne in mind that there is a considerable inclina- 
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tion to complete amnesia of brief wake periods occurring 
throughout the night, even if. the subject has been fully con- 
scious during these periods and has answered complicated 
questions. On the other hand, it has been established that 
brief periods of sleep may occur in a person who is otherwise 
awake, without his noticing it. 

Some of the brief periods of sleep last for only a few seconds 
or less. Even in the shortest of these periods, a complete 
change of motor as well as of sensory functions appears, the 
reflex irritability is lowered, and the changes occur instan- 
taneously, as can be read from the respiratory curve. 

That the vegetative regulation is also active in such short 
periods of sleep, and not only in the more protracted diurnal 
rhythm, can be demonstrated by the simultaneous registra- 
tion of respiration and the plethysmography of a finger. 
When one awakens with a deep thoracic inspiration, a hasty 
vasoconstriction sets in, indicating increased sympathetic 
activity. This is followed by a gradual dilatation of the 
arterioles and the arteriovenous anastomoses, indicating grad- 
ually decreasing sympathetic activity, and when the latter has 
reached a certain lower limit, sleep sets in again with instan- 
taneous somatic functional changes. 

So far we possess no definite knowledge about the neuro- 
physiological mechanism underlying these sudden functional 
changes associated with the onset of sleep and awakening. 
But Bremer’s interesting experiments suggest that a fune- 
tional and reversible interruption of the centripetal pathways 
: to the cortex occurs, in the vicinity of the thalamus. Some 
newer investigations of Magoun and co-workers seem to show 
that this ‘‘de-afferentation’’ takes place in the brain-stem 
reticular activating system. According to Magoun, ‘‘the pres- 
ence of a steady background of ... activity within this cephali- 
‘ally directed brain-stem system, contributed to either by 
liminal inflows from peripheral receptors or preserved intrin- 
sically, may be an important factor contributing to the main- 
tenance of the waking state, and... absence of such activity 
in it may predispose to sleep.’’ This activating action of the 
reticular system may be conducted over ‘‘(1) a thalamic path 
involving transmission to the ventromedial part of the thala- 
mus with relays to the cortex from the remainder of this 
structure: and (2) an extrathalamic path involving direct 
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passage into the internal capsule from the sub- and 
hypothalamus.’’ 

We might theoretically imagine that a certain sympa- 
thetic activity is required for the action of the nervous cells— 
just as the sympatheticus upon the whole regulates the inten- 
sity of various functions by a tonicizing influence on the vaso- 
motors, the secretion of sweat, certain psychic functions, and 
so on. If the sympathetie activity goes down below a certain 
level, the connection between the nervous cells is discontinued, 
and this happens suddenly, according to the ‘‘all-or-none”’ law. 
When the sympathetic activity again rises above a certain 
level, conductivity may be reéstablished. 

I am not going to discuss in detail the principles underlying 
this theory. It is only to be taken as an attempt to provide | 
a working hypothesis to be used in the further study of these 
fundamentally important problems. I only want to mention 
one experience that appears to support this view. All of you 
know that weak irritants with which a vigorous affect is 
connected will awaken a sleeping person far more easily than 
even vigorous irritants of an indifferent nature. This holds 
good for the mother who can sleep despite radio and other 
violent noise, but wakes up at the weakest whimper of her 
baby, or the skipper who wakes up when the wind shifts. In 
either case, the sound irritants, insignificant as they are in 
themselves, are of vital importance for the person concerned 
and coupled with a fear that something untoward is going to 
happen. Anxiety and other vigorous affects are accompanied 
by considerable sympathetic activity; hence irritants laden 
with affect are far more efficacious than others as wakening 
irritants. 

There can hardly be any doubt that, as already mentioned, 
the brief periods of sleep are of far-reaching scientific signifi- 
cance—e.g., to psychology, where states of distraction and 
flight of ideas may be caused by momentary interruptions of 
consciousness, undoubtedly of the same nature as those encoun- 
tered in momentary periods of sleep.- Clinically, also, how- 
ever, we encounter states in which a closer study of this subject 
would no doubt prove fruitful, such as states of weariness, 
lassitude, narcotic intoxications, and certain psychoses. 

Unfortunately, registration of the respiratory pressure is 
rather troublesome to deal with in practice. The mere fact 
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that the patient has to lie with a mouthpiece and a nosepiece 
excludes its employment in a considerable number of cases. 
Of greater practical significance is electroencephalography, 
although the information gained by this method about the 
very brief periods of sleep are not absolutely reliable and 
concise. On the other hand, however, the electroencephalo- 
graphic studies of sleep have been of great significance, as they 
have given much interesting informations about normal and 
pathological sleep. 

We will now have a look at dreams, on the basis of the con- 
ception of sleep function and sleep regulation I have men- 
tioned. In my mention of the sleep center, I considered affect 
and sleep preparedness as the two extremes of the register on 
which the center plays, ranging from the highest to the lowest 
sympathetic activity. 

First, however, we will want to have a look at the behavior 
of the psychic functions in general during the onset of sleep 
and during sleep. 

When sleep preparedness becomes sufficiently pronounced, 
when the internal, vegetative sleep preparedness and the 
external conditions for sleep are present, when you are com- 
fortably seated in an easychair or lying in your bed without 
disturbing factors, you become overwhelmed by a feeling of 
sleepiness and readily pass over into the very first stage of 
sleep: you doze. 

While dozing, a subject is mainly awake. But the state of 
wakefulness is interrupted now and again by very short 
periods of sleep, lasting from only a fraction of a second. 
These brief interruptions, however, are sufficient to give the 
state a mark of its own. It is not possible to follow a definite 
train of ideas; thoughts become fugitive and incoherent, with 
loose associations, without concentration, and, as a rule, also 
without inhibitions. The mental activity suggests dreams 
rather than the ordinary thoughts of the wakeful state; it is 
a kind of daydreaming. Gradually as the periods of sleep 
increase in length, the dreamlike character becomes more 
pronounced, as the control of consciousness disappears. For 
years, discussions have been going on as to whether a subject 
always dreams during sleep, during lighter and deep sleep 
alike, or whether he dreams only during lighter sleep. Such 
discussions are of little value, however, if they are not sup- 
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ported by analyses in which subjective statements about the 
possible occurrence of dreams can be correlated with objective 
criteria of sleep, as by electroencephalography. Such analyses 
seem to show that dreams appear only during lighter—i.e., 
interrupted—sleep, deep, uninterrupted sleep being always 
dreamless. 

Before attempting to form an impression of the contents 
and character of dreams, we shall have to look at the behavior 
of certain psychic functions during sleep. 

Special examinations have established that the different 
psychie functions are not affected in the same way during the 
onset of sleep, with its changing phases of wakeful and sleep- 
ing states. As a whole, the most highly developed mental 
functions are the first to fall asleep and the last to wake up, 
while the more primitive ones are the last to sleep and sleep 
the shortest time. 

Consciousness itself, the clear recognition and control of 
both internal and external experiences, is the first to be 
affected. Even after the first, fairly well pronounced spell of 
sleep of a couple of seconds’ duration, the subject loses con- 
sciousness to such an extent that he has no longer any clear 
recognition of his state or of his experiences—assuming, natu- 
rally, that the onset of sleep takes place in the normal manner, 
uninterrupted by intervals of complete awakening. From this 
juncture, a subject loses the capacity of recognizing that for 
some time he has been oscillating between sleep and a state of 
partial wakefulness. This is why it is so difficult to obtain 
reliable information as to what is really happening in one’s 
self in this peculiar state on the borderland of sleep. 

The capacity to perform spontaneous acts is retained some- 
what longer than consciousness. From experiments with 
simultaneous registration of a single spontaneous act and a 
respiratory curve, it will be seen that, true enough, the volun- 
tary act is interrupted by the earliest periods of sleep, but it 
returns in the first few intervening periods of wakefulness. 
Only when the sleep periods get the upper hand does the val- 
untary activity cease. 

One of the most primitive mental functions—the capacity to 
react or to perform a single movement in response to an 
order—is the one retained the longest. The ability to react 
is retained in all periods of wakefulness, even in the last, 
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brief ones, surrounded by fairly long periods of sleep imme- 
diately before the onset of deep sleep; whereas it disappears 
or decreases considerably in all periods of sleep. 

During interrupted sleep, with alternating periods of wake- 
fulness and sleep, there are, moreover, as demonstrated by 
the experiment with the plethysmograph, considerable varia- 
tions in the sympathetic activity, which increases in periods 
of wakefulness, where there is a possibility of emotional mental 
activity if the subject is awake, or of dreams if he finds himself 
in what we call a state of partial wakefulness without control 
of consciousness. In the intervening sleep periods, a reduced 
activity of the sympatheticus or relatively increased sleep 
preparedness is present. 

Upon the whole, the contrast between affect and sleep 
preparedness plays a very great réle in sleep as well as in 
the higher mental functions during sleep, especially dreams. 
A lasting affective tonus may compromise sleep, whether it 
be due to joy, excitation, or brisk mental activity, or has been 
produced by grief, worry, depression, annoyance, or fear. It 
will flatten sleep, shorten or entirely prevent the periods of 
restful, deep sleep, and promote lighter sleep—.e., the inter- 
rupted sleep in which dreams occur, at any rate primarily. 
The predominant affect at the junctive concerned, moreover, 
may have an influence on the contents of the dream, depending 
on its special character. Bearing in mind the behavior other- 
wise of the mental functions during such interrupted sleep, 
remembering that the control of conscious recognition and 
the inhibitions are entirely abolished and that mental activity 
and capacity for reaction are present in brief, constantly 
interrupted periods, we shall be able to form some idea of 
the character of the dreams, and we can understand that they 
will have to be fugitive, often disconnected, often highly emo- 
tional, either pleasant, such as the so-called wishful dreams, 
or unpleasant, such as nightmares of various kinds. 

The contents of dreams have always commanded.the great- 
est interest. In the Middle Ages dreams were interpreted and 
expounded as auguries,- with the application of a good deal 
of mysticism—just like other forms of magic and sorcery. 
Only in the last hundred years has the study of dreams entered 
more exact scientific tracks; and the Freudian school especi- 
ally has made an important contribution to the understanding 
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of dreams through a series of excellent observations. Freud 
emphasizes that the contents of dreams are derived from 
unconscious mental material, organically conditioned instincts 
and impulses, repressed memories, complexes, and wishes, 
especially from childhood, and sexual instincts, which in the 

‘akeful state are shut out from consciousness by a censorship 
created by moral and social considerations and conventions. 

This conception is in keeping with the impression of the 
character of dreams obtained from the above mentioned 
studies, according to which we might expect, on the basis of 
the abolished conscious recognition and control, that more 
primitive memories, feelings, and instincts would dominate 
the contents of the dreams. 


II. Steep DisturBANCES. 

In various morbid conditions affecting the sleep center in 
the hypothalamus and its activity in one way or another, 
highly varied disturbances of sleep may develop. The best 
known, and the most frequent of them, is sleeplessness. Less 
well known, but equally significant, are conditions that manifest 
themselves in too much sleep, either permanently or in sporadic 


attacks, and affections in which a disunion of the sleep func- 
tion occurs. 

Disturbances of sleep may be divided into three groups: (1) 
sleep disturbances that attack the sleep-regulating center in 
the hypothalamus; (2) disturbances of the interplay of the 
sleep center and the other parts of the brain; and (3) dis- 
turbances of sleep caused by irritants within the organism or 
by the outer world. 

1. Among affections in the first group is epidemic encepha- 
litis, first described by Professor Economo of Vienna. It 
occurred in great epidemics in the years immediately after 
World War I, and among its most conspicuous symptoms dur- 
ing the acute stage is a sleeping state, often lasting for several 
weeks, from. which, true enough, the patients ean be roused 
and kept awake for shorter periods, but into which they will 
again relapse when lett undisturbed. 

In this disease, and particularly in its sub-chronic stage, 
states with the reverse sleep rhythm may occur, in which the 
patients sleep in the daytime and are harassed by sleeplessness 
and unrest at night. In other cases the disease passes into a 
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chronic stage, in which there may be lengthy periods of time, 
often lasting several years, during which the patients cannot 
sleep at all—the most pronounced cases of sleeplessness 
known. 

Cerebral tumors in the vicinity of the hypothalamus may 
give rise to disturbances of sleep in certain stages of their 
development, occasionally with sleep states in sporadic attacks 
or of longer duration, which, if the growth of the tumor con- 
tinues, gradually will pass into complete unconsciousness 
before death eventually occurs, unless the patient is operated 
upon in time. 

Narcolepsy is an affection of the hypothalamus, due either 
to encephalitis, tumor, or traumatic injuries, to inheritance, 
or, most often, to no demonstrable cause; it manifests 
itself by attacks of sleep. Whether walking, standing, or 
sitting, the patient is overcome by a sudden and irresistible 
inclination to sleep, often falling asleep quite literally and 
sleeping for some minutes. He wakes of his own accord, and 
between attacks is usually normal psychically in every respect. 
The attacks may appear several times in a day, and, of course, 
they inconvenience the patient as well as involving a direct 
danger for him. 

There is good reason to draw attention to this affection, 
because laymen often take it to be ‘‘a bad habit’’ or a peculi- 
arity in the person concerned. As, moreover, it is possible 
to keep the disease entirely in check by suitable doses of ben- 
zedrine, there is every reason for patients suffering from the 
condition to seek medical advice, and for the doctor to institute 
treatment, which during the first twelvemonth will have to be 
continually controlled and often modified. Subsequently treat- 
ment will have to be maintained, often throughout life, since 
the treatment involved is a substitution therapy, and not a 
symptomatic treatment. It should furthermore be stressed 
that benzedrine will have to be adminstered in sufficiently 
large doses, from one tablet of 5 milligrams three time a day, 
to two to three tablet five to six times a day. 

Narcolepties with many attacks in a day sleep poorly at 
night, and a number of them, in addition to the attacks of 
sleep, suffer from so-called cataplectic attacks, in which the 
patient suddenly feels flabby in all his muscles, falls to the 
ground ‘‘like a dishrag,’’ and is unable to move for some 
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seconds. During attacks the patient is fully conscious and 
can perceive everything going on around him, but he cannot 
react in the slightest. These attacks usually appear in con- 
nection with emotional affect—e.g., laughter—so that the 
patient almost literally is doubled up with laughter, and they 
must be looked upon as a kind of partial sleep, during which 
only the muscles are asleep while all other parts of the organ- 
ism are awake. 

Again, a number of cases occur in which it is not possible 
to demonstrate any definite affection of the sleep center, but 
in which the sleep center, or at any rate the sleep-regulation 
process, does not function properly. When a person turns in 
his sleep, this always happens during interrupted sleep and 
hence in a partly wakeful state, and there is nothing abnormal 
about it. But both talking and walking in one’s sleep must 
be characterized as abnormal when these phenomena occur 
to any marked extent, and they are often symptoms of an ill- 
ness that may call for medical treatment. If a person is very 
tired, similar phenomena may appear. Thus exhausted sol- 
diers who have been marching for a long time may march on 
while they are asleep, and the tired pianist in a restaurant 
may fall sleep at the piano, and yet go on pounding on the 
keys. 

Various of the vegetative functions which normally undergo 
considerable variations during sleep may behave in a less satis- 
factory way in the presence of morbid conditions. Nocturnal 
enuresis, especially in children, is a frequent feature. It may 
be ascribed to widely different causes: lack of upbringing, 
unfortunate conditions in the home, nervousness, and various 
diseases—e.g., adenoids. 

Nocturnal enuresis can always be referred to poor sleep 
regulation; often it is due simply to the fact that the child 
sleeps too heavily. Such children can be treated with benze- 
drine, which reduces the depth of sleep, combined with psy- 
chotherapy to train the necessary conditioned reflexes. The 
child should, however, always first be subjected to a careful 
neurologic-psychiatric examination. 

In elderly people the sleep-regulation function is often 
weakened, with the result that sleep becomes light and of 
short duration. It is as if the sleep center loses its elasticity; 
it can no more relax so as to give sleep the necessary depth 
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and duration. Furthermore, the excretion of urine is not 
sufficiently reduced and the bladder wall not sufficiently 
relaxed, and old people are further inconvenienced by a desire 
to make water, often several times in the course of a night. 

Finally, it should be mentioned that in people on shiftwork, 
who work alternately during the day and at night and hence 
have to sleep at different times, the sleep function is often 
considerably impaired. As already mentioned, the sleep center 
is adjusted to a certain diurnal rhythm. Sleep preparedness 
makes it appearance at the usual time and in some eases refuses 
to be called into action at unusual hours of the day. There- 
fore, such people cannot sleep in the daytime, however quiet 
their environment. Later, such attempts to alter the normal 
diurnal rhythm and sleeping time may result in such impair- 
ment of the sleep-regulation function that sleep becomes impos- 
sible even at night. This applies especially to elderly people. 

People who work regularly in the daytime also may abuse 
their sleeping habits and in consequence come to be bad 
sleepers. People who usually go to bed at 10 o’clock, but 
occasionally, after having been to a party, do not go until 1 
or 2 o’clock, need not always blame the food or the cigar 
because they cannot fall asleep at this unusual hour. They 
have simply passed the juncture when they usually have their 
deepest and best sleep, and get to bed at an hour when sleep 
is normally interrupted and light. Because their sleep curve 
is the same night after night, and because, moreover, they 
may be a little excited after a pleasant party, it is but natural 
that sleep is some time in coming. 

2. Disturbances of the interplay of the sleep center and the 
other parts of the brain are responsible for by far the great 
majority of cases of sleeplessness. The mildest cases may 
occur in normal subjects on whose brain action unusually. 
heavy claims are made at certain times by forced work, specu- 
lations, worries, grief, anxiety, joy, or other emotional affects. 
All these states, as we have pointed out, set going an increased 
sympathetic activity which makes it impossible for the hypo- 
thalamic center to relax, with the result that sleep will not 
come. 

A strikingly large number of cases of sleeplessness, often 
of long duration, must be ascribed to one isolated cause—the 
fear of sleeplessness. Sleeplessness may develop from some 
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adventitious cause, which in itself results in only one or two 
sleepless nights, but these appear to the subject to be so dread- 
ful that he looks to the coming nights with the greatest concern 
and anxiety: ‘‘Supposing I cannot sleep. I’ll never fall asleep. 
It is dreadful.’’ He works himself up on account of a lot of 
other things after he has gone to bed. And the fear dispels 
any possibility of sleep. 

Nervous people very often suffer from sleeplessness during 
long periods of their lives. Upon the whole these people have 
a poorly regulated vegetative nervous system, and for this 
reason easily get headaches, ‘‘nervous’’ cardiac and digestive 
troubles, and many other complaints. Again, their mental 
state readily gets out of balance, so that they become diffident, 
excited, depressed, or elated, or, briefly, they readily develop 
strong emotional affects and changing emotional states which 
influence their sleep centers, delicate as they are, and sleep- 
lessness results. 

In the mental diseases proper, we encounter the same phe- 
nomena, only here they are considerably intensified ; sleepless- 
ness is in fact a prominent symptom in most mental diseases. 
In the manic-depressive group, not only may the strong mood 
swings in a manic or depressive direction in themselves bring 
about sleeplessness, but the usual phenomena that accompany 
this mental disorder—in manic phases overactivity, increased 
energy, and an active initiative in many peculiar directions; 
and in depressive phases, delusions and occasionally halluci- 
nations with accompanying strong emotional affects—also 
result in sleeplessness produced by the mechanism already 
described. In less pronounced depressions, sleep may, how- 
ever, be excellent. 

In the other large group of mental disorders, the schizo- 
phrenias (dementia praecox), sleeplessness is also a frequent 
symptom. In certain forms (the catatonic types) a particu- 
larly well-developed sleep preparedness may occur, the skin 
temperature being low in the daytime and rising abruptly in 
the evening to a‘high level during the night (Kirk). These 
patients sleep well at night. But others are affected with such 
pronounced paranoid ideas, hallucinations, strong emotional 
tensions, or phases of restlessness that they can be quieted 
only by large doses of soporifics. Sleeplessness in these cases 
may be extremely refractory and prolonged. 
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Mental disorders arising as a reaction to psychic influences 
also are often accompanied by sleeplessness, which, depending 
on the type of manifestation of the disease, is produced by 
mechanisms similar to those described. It may, however, be 
mentioned that in certain hysteric mental disorders, fairly 
protracted sleeplike states may occur, but they are not nearly 
so frequent as sleeplessness. 

A number of mental disorders owe their development to 
chronic intoxications, resulting in injuries to the cerebral 
tissue. These injuries may also involve the sleep center—as, 
e.g., in chronic alcoholism. Delirium tremens, the dramatic 
acute alcoholic intoxication in chronic aleoholics—which, 
before alcohol was made taxable in Denmark, was of frequent 
occurrence and still is seen occasionally—thus brings ahout 
a state of violent restlessness, with grotesque hallucinations 
and complete sleeplessness, which requires large doses of 
diethyl veronal (barbital). Also, less dramatic forms of 
chronic alcoholism are accompanied by sleeplessness. 

Alcohol has a poisonous effect on the nerve cells, the meta- 
bolism of which is destroyed, leading to a deficiency of vitamin 
B 1. The ingestion of large doses of vitamin B 1, therefore, 
often has an excellent effect, especially in delirium. Also in 
certain cases of sleeplessness due to causes other than alcoholic 
abuse, the ingestion of vitamin B may have a favorable effect. 

The abuse of various drugs—morphine, cocaine, sleeping 
drafts, and benzedrine—may, through different mechanisms, 
lead to sleeplessness. Benzedrine has a direct sleep-prevent- 
ing effect ; the others prevent sleep only when, after they have 
been used for some time, a habit has been formed, with the 
increasing craving for the drug. 

3. The third group of sleep disturbances includes those due 
to endogenous and exogenous irritants. A few of these border 
upon the disturbances I have just mentioned in the second 
group. In various diseases caused by infection, the rise in 
temperature is often induced by a state of irritation in the 
organism, which affects 2specially the nervous system and 
produces sleeplessness. On the other hand, during protracted 
fever, an increased inclination to sleep is often present, and 
the patient lies dozing. 

Many patients with heart trouble and respirational difficul- 
ties sleep very badly at night. Their respiratory difficulties 
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are increased when they are in bed, and when the sensitivity 
of the respiratory center is lowered at the onset of sleep, the 
condition often becomes simply unbearable. Some of these 
patients get unpleasant fits of asphyxiation the moment they 
are about to fall asleep, and others never have a really deep 
and undisturbed night’s sleep, because their respiration con- 
stantly places obstacles in the way. They can at the best obtain 
sleep during the half minute when respiration is suspended in 
breathing of the Cheyne-Stokes type, being awake the next 
half minute, when respiration is vigorous. These poor people, 
therefore, never get the rest they so badly need. 

All forms of intensive and protracted pain, regardless of 
their location, have an adverse influence on sleep. They: may 
create a constant nervous state of irritation, preventing relaxa- 
tion of the sleep center and the onset of sleep; and pain that 
occurs in attacks, or which is increased by movements, may 
cause constant interruptions of the sleep when it has at long 
last made its appearance. 

Sleep, however, requires not only that body and soul be at 
rest before it can fulfill its mission; it also makes certain 
demands on the surroundings. Any stimulus from the outer 
world acting on one of our senses may disturb sleep, whether 
it be light, sounds, touches, changes in temperature, or other 
stimuli. It is worth noticing, however, that human adaptability 
is very great, in the matter of sleep as well as in other fields. 
Hence the stimuli that disturb sleep are primarily unfamiliar 
ones. 

Treatment of Sleeplessness.—Treatment of sleeplessness 
often is a difficult task, calling for considerable personal effort 
on the part of the physician. It must be remembered that sleep- 
lessness is never a disease per se; sleeplessness is always a 
symptom, And often it is not a single disease that produces 
this symptom—it appears as a consequence of several affec- 
tions or other unfortunate factors that jointly bring about an 
often refractory sleeplessness. The underlying factors in 
many cases are disclosed only after very thorough and exten- 
sive investigations on the part of the doctor. I so strongly 
emphasize this point because at first sight sleeplessness often 
may give the impression of being a detached affection, of 
being the patient’s only complaint. But do not allow yourself 
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to be confused by this; a great many accompanying factors will 
always come to light. 

Before setting to work to treat a case of sleeplessness, the 
doctor will have to make a somatic and a mental or psychiatric, 
as well as a social, diagnosis for the patient ; and when this has 
been done, it is not enough that he prescribe, quite routinely, 
some sleeping draft. 

The treatment of sleeplessness consists of three different 
phases, all of them equally important. They are (1) the 
hygiene of sleep or environmental treatment; (2) the symp- 
tomatic treatment; and (3) the causal treatment. 

1. As regards the hygiene of sleep or environmental trea- 
ment, it is important that the doctor fully inform himself 
about the conditions under which the patient is living—his 
work, his dwelling, his family life, and his whole mode of liv- 
ing. This orientation will often bring to light information 
about conditions that are so flagrantly at variance with the 
simplest possibilities for getting proper sleep that merely the 
most necessary information and rational guidance may be of 
great significance therapeutically. 

It is often very helpful to give the patient thorough instruc- 
tion in the physiology of sleep and general hygiene, and since 
delivering a long lecture on these subjects to each patient may 
be too troublesome and time-consuming, I have found it of 
value to collect all the necessary information in a booklet 
entitled Sleep and Sleep Disturbances. The doctor may recom- 
mend to the patient to go home and study this booklet, and then 
return. The doctor can now really set to work to get to the 
bottom of the patient’s problems, with the active codperation 
of the patient. Numerous colleagues have used this method 
of establishing therapeutic codperation with their patients, 
and as far as I know, they have been satisfied with the results. 

Unfortunately time does not allow me to go into details 
respecting the different aspects of the hygiene of sleep. 
Throughout the day it comprises a large number of little con- 
siderations that ean be partly deduced from what I have said 
about the physiology of sleep, and from many age-old home 
remedies which the modern physiological conception of sleep 
has partly confirmed and restored to credit again. Thus it 
may be mentioned that light meals stimulate sleep prepared- 
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ness Without interfering with sleep, as meals that are too sub- 
stantial of course may do. Anyhow, we know that a light, 
late supper just before going to bed, a glass of beer or wine, 
may be an excellent soporific for many people. 

Furthermore, a suitable arrangement of the bedroom, with 
a certain amount of fresh—but not cold—air, darkness, quiet, 
a bed with not too light and not too heavy bedclothes to cover 
the sleeper, and the introduction of a peaceful, regular regi- 
men and plan for the evening hour, will work wonders in 
certain cases. In this connection I shall have to call to mind 
Pavlov’s important studies on the conditioned reflexes and 
the view he takes of sleep as an internal inhibition of condi- 
tioned reflexes: Even if Pavlov’s theory does not cover more 
than one aspect of the problem, there is no doubt, that this 
aspect is of the very greatest significance in numerous of the 
phenomena of everyday life, not least in sleep. Practicing a 
special ceremonial for the last hour before going to bed and 
adhering strictly to this ceremonial every night is, therefore, 
of the greatest significance for many people’s sleep. This 
holds true not least for children, whose sleep involves special 
problems, dealing with which would also take us too far. 

2. The symptomatic treatment of sleeplessness consists 
essentially of the administration of medicaments, and it holds 
true of this treatment that, rarely as it will have a favorable 
outcome when used as the only measure, it is indispensable 
as a link in the treatment. Unfortunately, treatment of the 
causes of sleeplessness usually takes time, and since it 
is of the greatest importance, not least while treatment is in 
progress, that the patient should sleep well, a temporary 
medicinal treatment will have to be instituted simultaneously, 
under constant medical supervision and with gradually 
decreasing doses, so that eventually, when the final result of 
the causal treatment is seen, the medicament can be withdrawn. 

The medicinal treatment comprises treatment partly with 
sleep-inducing drugs proper (hypnotics), partly with seda- 
tives. Of the hypnotics, the doctor should routinely use a 
small group, consisting of a few preparations of different 
strengths, ranging from very mild, quickly secreted drugs to 
more powerful ones with a protracted effect. And to these 
preparations the doctor should adhere, without too many side 
glances at new, special preparations puffed by advertisements 
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in the press; these should be included in the stock prepara- 
tions only after careful deliberation. The nature of the sleep 
disorder naturally determines which remedy will have to be 
applied in the particular case, whether the trouble be difficulty 
in falling asleep, restless, interrupted sleep, or too early awak- 
ing. Hypnoties should be prescribed only in small quantities 
at a time—with due regard to the lethal dose. The patient 
should be seen frequently while using the drug, so as to enable 
the doctor to change the dose and, if necessary, also the 
remedy. When medication is discontinued, the doctor must 
make sure that the patient has not accumulated a large stock 
of tablets. 

In a strikingly large number of cases, however, a hypnotic 
proper is less important than treatment with a suitable seda- 
tive. Many Danish physicians tend to disregard this point. 
A sleep disturbance, as is well known, usually is but a link in 
a more generalized irritative state of the nervous system, a 
hyperirritability toward all occurrences of the day, which it 
is our object to combat. But in this field, too, it is necessary to 
adapt one’s treatment to suit the individual patient. Pheno- 
barbital is fine, and in certain cases it is unequaled as a seda- 


tive, but only in very exceptional cases is it a satisfactory 
hypnotic, and even as a sedative it may have unfavorable side 
effects in many patients, such as an increased feeling of tired- 
ness, impaired memory, decreased capacity for concentration 
and initiative—to some people very unpleasant effects, even 


though other patients may consider them desirable. 

I will, therefore, strike a blow for the composite sedative, 
prescribed to suit the requirement of the individual patient. 
With a suitable composition, an intensified effeet of the indi- 
vidual substances is obtained, while at the same time undesired 
side effeets may be reduced to a minimum. In this ease, too, 
the doctor should have certain stock drugs on which to draw— 
e.g., phenobarbital, codein, belladonna, and analgetics, such as 
antipyrine and phenacetin. They may be made up in indi- 
vidual combinations, and a laxative should often be added, 
supplemented by a flavoring agent or a suitable tonic. This 
may sound complicated, but once it has become the routine, 
it is most effective. 

I want, however, to recommend once more that the dose be 
‘arefully supervised and adjusted. As a rule, tolerance of 
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the drug changes @ little within the first fortnight, after which 
an adjustment of the dose will be necessary. It is of course 
often difficult to find the absolutely right sedative for the indi- 
vidual patient, and occasionally a change to quite another 
drug will be necessary after the first experiment. 

To mention a few general rules for the selection of sedatives, 
sedatives proper—e.g., phenobarbital—are to be preferred 
in neuro-vegetative irritatory conditions, whereas their effect 
is less satisfactory in depressive conditions, because they may 
aggravate the inhibition and the feeling of tiredness which 
may be a prominent, if not the predominant, symptom, even 
in cases of milder depression. Sodium amytal often has a 
very favorable effect in cases of this kind. As instances of 
excellent composite sedatives, the Swiss preparations, Bel- 
lerval and Belladenal, may be mentioned. 

In suitable cases of more or less masked depression, with 
marked difficulties in sleeping, electric shocks may be an excel- 
lent form of therapy. In some eases only one or a few shocks 
are required, 

3. The causal treatment. of sleeplessness naturally com- 
prises treatment of any physical or psychic disease that may 
be present. | will only pass lightly over bodily therapy, men 
tioning those cases in which various conditions of paim are 
responsible for the sleeplessness. In these cases even the most 
powerful hypnotics are of no use if employed alone. They 
will not make the patient sleep, or, at best, the patient will con- 


stantly be awakened by his pain. Treatment will primarily 
have to be directed against the pain, either in the form of local 


treatment or by means of analgeties. In acute transient con- 
ditions of pain, the doctor should not use morphine prepara- 
tions too sparingly. These preparations are perhaps the 
only ones that can relieve the patient of pain, so that he may 
sleep. 

But it should be emphasized that in practically all cases 
other than those in which the patient is in pein, morphine is 
a miserable soporifie which should not be used. 

Treatment of the various forms of psychosis proper also 
I shall not deal with here. In most eases it is decidedly the busi- 
ness of a specialist. But I do want to mention treatment of 
the conditions that, in the doctor’s practice, are responsible 
for the greatest number of cases of sleeplessness: the psycho- 
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neuro-vegetative states of restlessness or irritation. These 
conditions naturally include a large number of different con- 
ditions, ranging from constitutional conditions to athymic and 
‘atathymie neurotic conditions—i.e., nervous conditions in- 
duced by physical, external, or mental causes. As causes of 
sleeplessness, however, they have so many features in common 
that in certain respects we are justified in dealing with them 
as one. 

Among these common features the most important are a 
neuromuscular state of tension or strain, and a kind of pro- 
fusion of confused thoughts centering around pathogenic or 
highly emotional subjects to an extent that they are beyond 
the control of the patient. These symptoms may recede into 
the background when the patient is kept busy throughout the 
day; still, they are there all along, influencing his whole con- 
duct and his reactions, and they become particularly prominent 
when he gets to bed and is trying to fall asleep. The thoughts 
then tear around in his head; he tosses on his bed, restless and 
strained. The reason why the condition becomes so particu- 
larly unbearable before the onset of sleep is not only the lack 
of occupation and other possibilities of a neutral diversion of 
the mind, but also the physiologic hypnagogie reduction of 
the capacity for concentration, which must be aseribed to the 
occasional occurrence of momentary sleep periods. 

You are no doubt all of you familiar with this unpleasant 
state experienced on evenings when it was not possible for 


you to fall asleep, either because you were absorbed by an 


interesting problem or because you were overtired. And you 
will, therefore, understand how dreadful it must be for neu- 
roties and others, when this experience is repeated night after 
night, month after month, with unbearable intensiveness. 
You will also understand that these unhappy patients need 
your help, even though this help places the heaviest demands 
on your skitl and patience. 

In many patients a further factor has to be taken into 
account—the fear of sleeplessness. It may often increase to 
a state of panic, and then sleep of course stays away altogether. 

These three symptoms—the neuromuscular tension, profu- 
sion of confused thoughts, and anxiety—all institute a con- 
siderable sympathetic activity, which prevents sleep prepared- 
ness from being established, and sleep fails to appear. 
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The isolated symptom of flight of ideas at the onset of sleep 
may be managed by instructing the patient to imagine a 
beautiful, restful landscape in summer, with which he is famil- 
iar. He is then to go through all the details of the picture and 
at last concentrate his ‘‘field of vision’’ on a small part of it 
which he is to attempt to retain. If extraneous thoughts inter- 
fere—and they always do, to begin with—he will have to start 
all over again, taking the same picture and concentrating on 
the same point. In the course of time many patients manage 
to carry through the exercise; the interfering emotional 
thoughts are kept away; and the patient falls asleep. This 
method is superior to counting sheep, whether backwards or 
forwards, for in doing that it is possible to be concerned with 
other thoughts, and then the whole procedure is in vain. 

If a neuromuscular tension is coexistent, this method will 
hardly be of any use. In such cases it is suggested that 
relaxing exercises be instituted. An excellent method, which 
the patient can practice himself, has been indicated by Fink in 
his Release of Nervous Tension. He explains in detail how 
the patient should lie down on his bed on his back, place a 
cushion under the back of his neck, one under each forearm, 
and one under the knees. In this posture all the museles can 
be relaxed, and the patient should talk to his muscles, aecord- 
ing to a certain plan, telling them ‘‘to relax’’ with each expira- 
tion. He has to take one group of muscles at a time, concen- 
trating his whole attention on the sensations arising in it— 
slight paresthesias, and a sensation of gravitation and heat. 

Kink’s book contains a detailed description of relaxing 
exercises, intended for home study—that is, under regular 
medical supervision and guidance. The exercises will have 
to be done for half an hour twice daily, one course of exercises 
just before going to sleep. In favorable cases, when the 
patient has learned to master the exercises, he will fall asleep 
while doing them. In other cases—e.g., if he cannot sleep on 
his back—le Will attain complete relaxation in the dorsal 
posture, then push away the cushions, turn over on his side, 
regain relaxation in this posture, and fall asleep. 

Suitable treatment with sedatives may be of great assistance 


in promoting the relaxing exercises. 
There is no denying that these exercises put certain demands 
on the patient. They require a certain amount of intelligence, 
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maturity, will power, and perseverance, if the patient is to 
derive any real benefit. Fink recommends his method as a 
means of learning ‘‘self-control through nerve control,’’ but 
the method is valid only if certain conditions are fulfilled. If 
the patients do not possess the psychic qualities mentioned to 
a sufficient degree, or if their neurosis is severer, and, espe- 
cially, if the emotional aspect of it is very pronounced, the 
method will often fail. 

The physician will then have to step in to promote the 
relaxing mechanism. This may be effected partly by means 
of Schultz’s ‘‘autogene Trainung,’’ in which the patient is 
trained at the doctor’s office, after which he may continue the 
exercise in his own home, partly by direct hypnosis. During 
hypnosis the patient is easily taught relaxation, and he may 
be made to recognize the sensations brought about by relaxa- 
tion. Furthermore, with the aid of post-hypnotic suggestions 
it is possible to promote the patient’s own attempts to relax 
as well as to impart to him a sensation of sleepiness at the 
suitable junctures. The most valuable effect of hypnosis in 
many cases is, however, a general soothing and sedative 
influence. 

The above-mentioned forms of therapy are, however, appli- 
cable only in those cases in which the cause of the neurosis 
has been fully cleared up, and in which any underlying con- 
flicts have been removed in one way or another. But it is often 
difficult to determine to what extent the causal factors have 
been removed, as emotional conflicts may have several causes, 
some of which may date years back and be forgotten or 
repressed. In such cases a deep psychiatric exploration is 
required, or, in certain cases, psychoanalysis proper, before 
it is possible to institute a treatment that is really effective 
in removing the causal factor of the condition—ineluding the 
sleeplessness that was our starting point, but that has 
perhaps in the course of time proved to be‘only one symptom 
of a complicated mental condition. 

Such complicated cases will usually have to be referred to 
a specialist for treatment, and even a specialist may find them 
difficult to manage. 

Respecting treatment, the situation in most countries is the 
more difficult because the number of psychiatrists who are 
fully conversant with the necessary psychotherapeutie methods 
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is so pitifully small. Most psychiatrists are kept far too 
busy by their hospitals and heavy administrative tasks. I 
am not exaggerating in saying that just now psychiatry is 
the branch of medicine that is in the greatest need of reeruit- 
ment. We need the services of many, many more psychiatrists. 
Psychiatry—not the old, isolated type as we know it at the 
older mental hospitals, but the whole modern psychopathol- 
ogy—is advancing by leaps and bounds, a development for 
which the two World Wars are largely responsible, not least 
in Mngland and America. The time when the diagnosis of 
diseases could be made in a laboratory, and when the patients 
were merely cases, presenting such and such positive and 
negative reactions, will soon be a thing of the past. It is now 
being realized once more that patients are human beings as 
well, and that psychopathologie factors play a very significant 
part even in diseases that have been considered up till now as 
of a purely physical character, such as uleers of the stomach 
and asthma. 

We have not achieved our purpose, however, merely because 
psychiatry has undergone the requisite development as to 
intensiveness and extensiveness. It is necessary that all 
physicians realize the significance of the psychopathologie 
elements that may be present in the various diseases. They 
will have to know also which diseases require the special 
assistance of a psychiatrist—when some time in the future 
this assistance is adequately available. But, above all, the 
physicians must themselves be so well versed in  psycho- 
pathologic methods that the necessary psychiatric diagnostics 
and psychotherapy form part of their own treatments. This 
objective is not so far distant as might be believed, psycho- 
therapy having at all times been an essential factor in all fine 
medical art. What is lacking, is, I believe, rather a greater 


systematology in our knowledge of these domains. 


These observations especially apply to the treatment of 
sleeplessness, for even if more complicated cases, requiring 
treatment by a specialist, do oceur, the main rule must always 
be that the patients be treated in their own environment and 
by their own physician. 
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Tus PsycnoLogy oF ADOLESCENT DEVELOPMENT. By Raymond G, 
Kuhlen. New York: Harper and Brothers, 1952. 675 p. 


One of the most important aspects of Dr. Kuhlen’s new college text- 
book, The Psychology of Adolescent Development, is the emphasis he 
places on the fact that *‘adolescence has been a highly overdramatized 
phase of development, that it is not usually stressful, that it is char- 
acterized not so much by a distinctive ‘psychology’ (indeed, the same 
developmental and psychological principles apply in this. life phase as 
elsewhere) as by a group of developmental problems, biological and 
social in origin, which typically, but not necessarily, occur during the 
econd decade of life.’ 

This is in line with modern trends of thought; based on evidence 
provided by modern psychological research and studies of primitive 
peoples, especially the work of the anthropologist, Margaret Mead. 
While this point of view is not new—going back to the pioneer work in 
the field of adolescence by the late Leta S. Hollingworth, of Teachers 
College, Columbia University, who emphasized the fact that the so- 
called ‘‘storm and stress’’ period of adolescence does not come from 
the physical and glandular changes that occur at this time, but rather 
from environmental conditions—it is a point of view that is widely 
held by all who work in this area of development. 

kurthermore, Kuhlen has taken the position that the characteristic 
development and the adjustment problems of adolescence can best be 
understood if they are examined from the angle of biological change 
ina cultural context, with emphasis on the developmental trends that 
characterize childhood and, whenever possible, on the developmental 
trends of adult life. With this point of view, Kuhlen has organized his 
book to give students information on the physical, intellectual, and 
cultural background of adolescent behavior. 

Slightly over one-third of the book is devoted to this task, with 
major emphasis on the physical growth and health of adolescents, the 
growth of mental capacities, and the impact of American culture on 
the adolescent personality pattern. The changes in behavior that 
occur during-adolescence, as revealed in interest patterns—with em- 
phasis on age and sex trends in these interests, as well as the factors 
that influence these interests—constitute the major subject matter of 
Part | of this text. ‘ 

Part II is devoted to areas of adolescent adjustment. As an intro- 
duction, the student is acquainted with the typical motives and needs 


of the adolescent, the common frustrating conditions of our modern 
119 : 
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culture, the problems arising from these frustrations, and an analysis 
of what constitutes good adjustment. Following this introduction are 
chapters devoted to analyses of adjustments in various areas of life: 
social adjustment, including adjustment to members of the opposite 
sex; adjustment to organized society, with a detailed treatment of 
moral attitudes and behavior, religious attitudes, and a philosophy of 
life, and the difficulties in this area of adjustment as manifested in 
juvenile delinquency ; adjustment to school, including adjustments to 
teachers and subject matter; development of vocational plans and 
work experience; and home: adjustments, with a detailed analysis of 
the methods of emancipation from parents. 

Part ILI of the book, which consists of only one chapter, presents a 
pattern for the study of an individual adolescent. This is designed 
for the use of students for whom such a study constitutes a required 
part of the course in adolescent psychology. The techniques of in- 
terviewing and observation, standardized tests for studying adoles- 


cents, evaluations by peers, and other sources of information co¥eern- 


ing the adolescent are described in detail. This should prove to be 
as useful to the instructor as to the student and should serve as a 
basis for a meaningful supplement to a course that is generally pre- 
sented as a lecture course, with few opportunities for the student to 
familiarize himself with a real adolescent or with the techniques that 
are commonly employed in research studies. 

The material of this book is presented in a manner calculated to 
appeal both to students and to teachers. At the end of each chapter 
is a brief, but all-inclusive summary of the high points of the chapter. 
This should serve as an excellent indicator of the important points of 
the subject matter, and should prove to be especially useful to stu- 
dents, who sometimes find it difficult to separate the important from 
the less important material when many experimental studies are used 
as the basis for the major part of the discussion. Then, too, there is 
a complete bibliography at the end of each chapter for the use both of 
students and of teachers. From this, a student may obtain the neces- 
sary guides for further research in areas of his interest as may the 
teacher who is not too familiar with modern research studies in this 
field. 

Throughout the book, case histories are given as illustrative ma- 
terial. These should not only be interesting to the student, but 
should also show how behavior in the adolescent period is related to 
home, school, social, and general cultural factors. This type of illustra- 
tive material not only serves to lighten what otherwise would be very 
heavy reading for students, but.it also acts as a guide to help them in 
any case histories they may make from their observational studies of 
real adolescents. In many respects, such material illustrates points 
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of importance in the text that are generally illustrated by tables, 
charts, and graphs. Kuhlen has not, however, sacrificed such illustra- 
tive material. Throughout the book, each chapter is generously illus- 
trated with tables and charts of all sorts from the experimental 


literature. 

In his preface, Kuhlen states his hope that this book will meet the 
needs of a ‘‘typical class’’ in adolescent psychology. Psychology ma- 
jors, through the reports of experimental studies and the extensive 
bibliographies, are provided with a framework for viewing adolescent 
development through the eyes of the research worker. For students 
whose interest is primarily a practical understanding of adolescent 
development, there is the factual basis, well illustrated with case his- 
tories. Thus, both types of student are served within the scope of 
the same book. 

And, for both, there is the important emphasis on the fact that ado- 
lescence is not a period of life separate and distinct from the rest of 
the life pattern, nor is it a time when physical changes alone are re- 
sponsible for the behavior characteristically associated with adoles- 
cence. At the completion of their study of a course in adolescence, 
students will hold the view that the American adolescent is what he 
is because both of his hereditary endowment and of the type of 
culture in which he grew up. 

EvizaBetu B. HurRLocK 

University of Pennsylvania, 

Philadelphia 
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UNDERSTANDING YOUR SON’s ADOLESCENCE. By J. Roswell Gallagher, 
M.D. Boston: Little, Brown, and Company, 1951. 212 p. 


This excellent book presents an enlightened psychiatrie approach to 
the problems that parents and teachers encounter in dealing with 
adolescent boys. Dr. Gallagher has had wide experience among adoles- 
cents, having been both at Hill School and at Phillips Academy. His 
years in the academic setting have familiarized him not only with 
the needs and problems of the adolescent boy, but also with the com- 
monest errors, misunderstandings, and anxieties of parents and 
teachers. 

In the first chapter Dr. Gallagher discusses the need of adolescents 
to be independent, successful, and free, on the one hand, while hanging 
on to their families and childhood security on the other. He deals 
with the problems created by daydreaming, and the reasons for ex- 
cessive absent-mindedness. He points out the value of fantasy in 
determining constructive future action. His chapter on health leads 
one to believe that he has had unhappy experiences with many hypo- 
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chondriacal parents and children. | agree with his generally sensible 
attitude that less medication (and especially glandular medication) is 
much better than too much. Psychosomatic medicine has created a 
desirable swing away from casual prescriptions. 

Ile deals with the problems of adolescent sexuality calmly and with 
confidence, again indicating that anxious parents create many of the 
problems from which their children suffer. I feel that the same is 
true of rigid teachers. 

His chapters on mental health for adolescents are reasonable and 
useful and he states in a comprehensible way, with case illustrations, 
many of the reasons for misbehavior and delinquency. The importance 
of helping the adolescent accept responsibility for self-government 


and for community spirit is underscored. This is part of democratic 


education as well as individual character-building. He understands 
the importance of helping youngsters develop strong personality traits, 
and of agencies that are designed to further citizenship and character 
formation. 

In summary, this is a reasonable and useful book. It should prove 
the basis for discussion among parents of adolescent children and as 
required reading for P.T.A.’s and mother’s clubs. The Mental Health 
Association of St. Louis uses it as reference material in study groups 
relating to adolescence. 

Marcaret C.-L. Gripes 

Forty-five Hundred West 

Pine Clinies, St. Louis, 


M isso url 


UNDERSTANDING Your Cup. By James L. Hymes, Jr. New York: 
Prentice-Hall, 1952. 188 p. 


In this book Dr. Hymes, who is professor of education at a teachers’ 
college, and who has three children of his own, makes an impassioned 
plea to parents and teachers to use wisely their authority with chil- 
dren. For the alert parent and teacher the lesson that he propounds 
is not entirely new, but it is one that will bear repetition, particularly 
when it is conveyed in a style so simple and straightforward, and born 
of such deep conviction as to have the quality of prayer. For Dr. 
Hymes, while expounding many a psychological principle, never uses 
a technically psychological term, and while touching on considerable 
psychoanalytic theory, never mentions psychoanalysis. 

The burden of his message is that children are continually striving 
to be worthy and acceptable, that they feel deeply, and the only way we 
can understand their feelings is to learn to imterpret their overt 
behavior. The job of interpreting can be most effectively carried out 
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when we accord children the common decency and respect to which 
any human being is entitled, since they are then put at their ease and 
made free and uninhibited. 

To help equip himself for understanding children’s behavior the 
parent or teacher should (1) dig back into his past in an attempt to 
reactivate his own childhood feelings; (2) observe children carefully ; 
(3) take advantage of the research that has been done in child 
behavior; and (4) use whatever native ‘‘tact’’ and sensitiveness he has 
(Dr. Hymes calls it ‘‘hunch’’) in understanding children. 

In judging any particular form of behavior the parent or teacher 
should ask himself the following questions: (1) Is it normal for the 
particular stage the child is in? . (2) What need is he trying to 
express? (3) Am I considering the influence of his present environ- 
ment? (4) Is the youngster aware of what is expected of him? 

An important idea that Dr. Hymes stresses is that growth is a slow 
process; children should be allowed to grow in their own way and at 
their own pace; the only way in which the adult can stimulate growth 
is in acting as guide and providing the proper opportunities. 

Permissiveness within limits seems to be the keynote of Dr. Hymes’s 
philosophy. To those who point an accusing finger at the parent or 
teacher who possesses a permissive attitude, he would have this to say: 

‘‘Our easy-goingness is not something we have slipped into. It is 
something we have worked for. To develop a tolerance, to develop an 
acceptance, to build inside of ourselves a real capacity to enjoy children 
and what they have to do—none of this comes without effort. But the 
effort is worth while if the goal of human relations is to build a world of 
free people able to work with others because they are able to live with 


themselves.’’ 


An important book, 


Ipa KLEIN STERNBERG. 
Public School 41, Bronx, New York City. 


4 
ADVANCES IN UNDERSTANDING THE OFFENDER. Edited by Marjorie Bell. 
New York: National Probation and Parole Association, 1950. 
312 p. 

This 1950 Yearbook of the National Probation and Parole Associa- 
tion contains papers read at the Forty-Third Annual Conference of 
the association in Atlantic City in April, 1950, and at the Congress 
of Correction in St. Louis in October, 1950. 

The first contribution is by J. Howard McGrath, at that time United 
States Attorney General, who, in his article, Federal Responsibility 
for the Youthful Offender, particularly refers to the work of the Fed- 
eral Bureau of Prisons in the field of local jail inspection and the 
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administration of federal detention facilities. Commenting upon the 
National Training School for Boys in Washington and the newly 
constructed correctional institution for federal offenders at Engle- 
wood, Colorado, the attorney general states that ‘‘the federal officials 
have strengthened the training and treatment program, have empha- 
sized counseling, and have inaugurated sponsorship and group-psycho- 
therapy programs which are proving extremely successful.’’ 

In 1923, the first draft of a Standard Juvenile Court Act was 
formulated by a committee consisting of representatives of the United 
States Children’s Bureau and the National Probation Association, 
and it served as a sample to many state legislatures. During the fol- 
lowing years it was revised several times in order to make full use 
of the more recent developments in the field of detention, court pro- 
cedure, social investigation, and case-work. The most recent draft was 
published in 1949 and its various aspects are presented in this book by 
Justine Wise Polier, Justice of the Domestic Relations Court, New 
York City, in her paper, The Standard Juvenile Court Act, 1949. 
It should be pointed out that for the first time this present draft 
includes optional provisions that would extend juvenile-court jurisdic- 
tion and procedure to matters of family welfare, especially in the 
field of support of dependents. 

Along the same lines Judge Elwood I. Melson, of the Family Court 
of Wilmington, Delaware, contributes an article, Conserving Family 
lafe Through a Specialized Court, in which he describes the basic 
prineiples of family-court jurisdiction and procedure. 

A very challenging idea that has been put into practice with con- 
siderable suvcess in several communities is the subject of the article, 
The Role of a Citizens Advisory Council in a Juvenile Court Program, 
by Charles I. Boswell, Chief Probation Officer, Juvenile Court, Indian- 
apolis, Indiana. 

A group of five articles deals with ‘‘Institutional Treatment of the 
Delinquent.’’ S. R. Slavson, Director of Group Therapy, Jewish Board 
of Guardians, New York, contributes a paper, Social Reéducation in an 
Institutional Setting, in which he describes, intér alia, an experiment 
at Hawthorne-Cedar Knolls School with a group of ‘girls for whom 
analytic group psychotherapy or interview group psychotherapy was 
found suitable. He also speaks of experiences with self-government 
in an institutional setting, but emphasizes that ‘‘ participation must be 


genuine’’ and that pseudo-democracy can have a very detrimental 
effect. 

Two other articles in this series are The Correctional Institution 
from the Viewpoint of the Social Agency, by Dorothy L. Book, Dean, 
Boston College School of Social Work; and Relationship of the Cor- 
rectional Institution to Community Agencies, by Charles W. Leonard, 
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Superintendent, Illinois State Training School for Boys, St. Charles. 
Both papers stress the need for clarity in the relationships between 
the institution and case-work agencies, family-counseling agencies, 
schools, courts, and other community resources. 

Elizabeth A. Betz has made a special study of methods of release 
from training schools on a nation-wide scale. Her paper on this subject 
is an excerpt from her master’s thesis at New York University. This 
is the first time in many years that such a comprehensive survey, based 
on questionnaires returned from.s8 public training schools for juvenile 
delinquents, has been undertaker. All the states but two, as well as the 
District of Columbia and the Federal Government, are represented in 
this study, which deals with such problems as parole preparation, deter- 
mination of eligibility for release, rules governing parole, placement 
on parole, supervision on parole, and termination of parole. (‘‘Parole’’ 
is used here only because it is still the generally accepted term so far 
as the institutions are concerned; as a more apt term, the word “‘after- 
care’’ has been suggested. ) : 

The following specialists have contributed articles on various 
aspects of ‘‘Organization of Probation and Parole Services’’: Ran- 
dolph K. Wise, Parole Consultant, National Probation and Parole 
Association, on ‘‘Parole Progress’’; George K. Killinger, Chairman, 
United States Board of Parole, on **The Functions and Responsibili- 
ties of Parole Boards’’; Richard T. Smith, State Director of Proba- 
tion, New Hampshire, on ‘‘Statewide Organization of Probation Serv- 
ices’’; Russell G. Oswald, State Supervisor, Wisconsin Bureau of Pro- 
bation and Parole, on ‘‘Professionalizing Services’’; and Gordon S. 
Jaeck, Chairman, Minnesota State Board of Parole, and Director, Pro- 
bation and Parole, on ‘‘Separate or Combined Probation and Parole 
Caseload—Must There be a Conflict ?”’ 

A significant gap in existing services is pointed out in two articles: 
Probation and the Homeless,'by Elmer W. Reeves, Administrative 
Assistant to the Chief Probation Officer, Court of General Sessions, 
New York City; and After thé Training School—What? by Richard 
Clendenen, Consultant on Training Schools, United States Children’s 


Bureau. Both authors are concerned with adolescents, either on pro- 
bation or on parole, who should not return to their own families 
because of the inadequacies of the home environment, which, in many 


instances, was one of the main contributing factors to their delin- 
quency. Both writers recommend the setting up of group homes or 
residence clubs (pp. 71 and 176-77). 

Dr. Melitta. Schmideberg presents several case histories in her 
article, The Criminal Psychopath. She states that ‘‘the psychopath’s 
inability to endure friendly emotions is a serious treatment problem. 
His depersonalization must be broken through, and he must be taught 
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to tolerate the emotions stirred up by good treatment.’’ In a com- 
panion article, The Sex Offender, Dr. Leo L. Orenstein cites several 
cases. He warns that ‘‘our actual experience of treatment results for 
this group is so limited and circumscribed as to make it difficult 
to draw valid conclusions.’ In view of the fact that even a well- 
trained psychiatrist can treat only a relatively small number of indi- 
viduals, he suggests that we ‘‘accept our present-day experiments in 
this field as a good beginning rather than as an adequate solution to 
the problem of the sex offender.’’ Louis D. Cohen, of Duke Univer- 
sity, in his article, Psychological Techniques in Probation and Parole 
Work, describes the application of several modern tests, such as the 
Rorschach, the thematic apperception test, Dr. Saul Rosenzweig’s test, 
and Dr. Karen Machover’s test. 


The final series of articles deals with **Probation and Parole 
Abroad.”’ Specifically, St. Alban Kite, of the Department of Institu- 
tions and Agencies in New Jersey, reports on his experiences in Ger- 


many, where he acted as an adviser of the American Military Govern- 
ment to the German authorities in their newly developed parole pro- 
grams. Edmond FitzGerald, Chief Probation Officer, Brooklyn, New 
York, gives a thrilling account of his experiences as an expert con- 
sultant on probation and parole to the newly formed state of Israel 

Appended to the book is a legal digest, prepared by Sol Rubin, of 
the National Probation and Parole Association, which covers new leg- 
islation and court decisions in the field of juvenile and domestic-rela- 
tions courts, probation and sentencing, parole and correction. 

This book, like many of its predecessors, is a most valuable tool of 
information on current thoughts and experiments in the vital field of 
dealing with the offender, juvenile as well as adult. 

JOHN OTTO REINEMANN 

Municipal Court of Philadelphia 


CONTEMPORARY CorRECTION. Edited by Paul W. Tappan. New York: 
McGraw-Hill Book Company, 1951. 484 p. 


In the preface to this volume, one of the McGraw-Hill Series in 
Sociology and Anthropology, the editor, Paul W. Tappan, states that 
the subject matter covers general administration and policy, the varied 
types of correctional institution, the highly specialized methods em- 
ployed in them, and the field of treatment outside the institution. 
Thirty-one outstanding authorities in each of the various fields of 
correctional practice contribute to this panoramic view of contem- 
porary correction. 

The book is divided into five parts: (1) Correction: Preliminary 
Considerations; (2) Administrative Organization and Classification; 
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(3) Programs in the Correctional Institution; (4) Types of Correc- 
tional Institutions; and (5) Eatramural Treatment. Individual 
chapters that will be of interest primarily to workers in the field of 


mental hygiene are those on psychiatric, psychological, and case-work 
services, by R. A. Brancale and K. L, M. Pray; on group therapy, by 
L. MeCorkle; on probation—case-work and current status, by R. A. 
Chappell and W. C. Turnbladh; and on crime prevention, a confusion 
in goal, by E. J. Lukas. 

It is of some consequence that the scientific approach to the criminal 
from the standpoint of correction differs so markedly from the stand- 
point of prevention. It raises a serious question in that there is no 
general agreement on the fundamental concepts of a basic psychology 
universal for all disciplines that deal with human beings. The 
dynamic psychiatrist would not coneur with Tappan’s orientation 
when he states in the first chapter, Objectives and Methods in Cor- 
rection, that ‘‘criminals are not generally neurotic, psychotic, or 
psychopathie.”’ 

lor the clinician working in the field of criminology, it is instructive 
to obtain a perspective of what goes on after the criminal is imprisoned. 
To become aware of the problems involved and the varied resources 
available can enhance the knowledge of the clinician. Individuals 
responsible for the correctional phases of dealing with the criminal 
can also benefit by knowing more of the clinical point of view. 

JosePpH J. MictHAgts 

Boston, Massachusetts 


DEMENTIA PRAECOX, OR THE GROUP OF SCHIZOPHRENIAS. By Eugen 
Bleuler. Translated by Joseph Zinkin, M.D. New York: Inter- 
national Universities Press, 1951. 489 p. 


Bleuler’s monograph on schizophrenia is the corner stone upon 
which all modern psychiatry rests. Its publication in English is 
certainly the most important event in this field for the past decade. 

For any one, layman or professional, this volume will provide both 
a more comprehensive and a more comprehensible picture of schizo- 
phrenia than any other publication. It is unlike many other 
‘‘classics,’’ in that its language is not esoteric nor are its coneepts 
abstruse. In other words, it is a book that can be recommended with- 
out qualification to any one who wishes to know exactly what is meant 
by the term schizophrenia. 

The curious history that delayed its translation into English for 
more than forty years is not pertinent to this review. The event, 
however, is not unlike the translation of the Bible into the Vulgate 
after centuries of inaccessibility. 
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The monumental character of this particular volume is apt to be 
forgotten in the light of at least a quarter of a century’s acceptance 
of its contents. Although Bleuler has acknowledged his great debt to 
Kraepelin, it is almost certain that without Bleuler’s own ‘‘codifica- 
tion’’ and the provision of an etiological generalization relating the 
schizophrenias, Kraepelin’s classification would have suffered the fate 
of those of Wernicke, Meynert, and others. This is probably best 
indicated by the fact that, after the publication of this volume, 
Kraepelin attempted to revise his classification, but any changes he 
proposed subsequent to this monograph of Bleuler’s were disregarded. 

Although considerable dissatisfaction exists among psychiatrists 
as to the validity and reliability of Bleuler’s classifications, they 
nevertheless remain far more acceptable than any proposed alternative 
system. The only serious alternative proposed was the classification 
of the Meyerian psychobiologists. Partly because of the unwieldiness 
of Meyers’ terminology and partly because the classifications were still 
essentially the same (with the psychobiologists stressing the entity as 
a reaction rather than a content), the use of this nosology has been 
retained virtually intact. In Bleuler’s own opinion, which he states 
quite forthrightly in this volume, the sub-classifications of schizo 
phrenia are extremely tentative and are proffered only until more 
adequate discrimination of the various schizophrenias can be achieved. 
That this has not been accomplished is evidenced by the fact that the 
official nomenclature of the American Psychiatric Association is 
pristine Bleuler. 

The concept of the schizophrenias as resulting from ‘‘loss of asso- 
clative affinities’’ has not fared so well, but no systematic and satis- 
factory substitute has been offered. The psychoanalysts have proposed 
an alternate genesis of the disease, but have done so almost entirely 
within the framework of Bleuler’s classification. Another large school 


of workers have also accepted the classification, but have sought for 


explicit biochemical or physiological causation. ‘ 

Despite fairly widespread criticism both of the classification and of 
the theory, no competing systems have yet been offered that seem 
likely to cause any revolutions in this field in the immediate future. 
Any one reading the volume can, therefore, be assured that for at least 
the next decade this volume will provide the last word on what is 
encompassed by the designation given to this largest group of hos- 
pitalized individuals. 

The specific defects both of the classification and of the theory are 
not difficult to enumerate. The criteria for class membership are 
poorly defined and even contradictory. The theory offered could serve 
equally well to ‘‘justify’’ almost any conceivable classification and, 
therefore, bears little relationship to the eategories themselves. The 
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whole concept of the disease is so structured that crucial experiments 
to demonstrate the validity either of the theory or of the classification 
cannot be performed. It is highly probable that the failure to find 
physiological and biochemical relationships with this group of mental 
diseases is due to this inadequate conceptualization, and that under- 
standng will not be achieved until a more adequate system is 
demonstrated. 

Despite these criticisms, this volume still remains the real basis for 
present-day diagnostic psychiatry and will continue to be so for some 
time to come. : 

The translation itself, by Dr. Joseph Zinkin, of the United States 
Public Health Service, is both accurate and readable, despite occa- 
sional ‘‘Germanizations’’ of the English. The publishers are to be 
complimented on having undertaken a major responsibility which, 
probably to their surprise, will end up on the ‘‘best-seller’’ psychiatrie 
list. Any one working in the field of mental health, or even peri- 
pherally interested in it, is both shirking a responsibility and denying 
himself a real pleasure if he does not read this volume 

NATHAN 8S. KLINE 


Worcester (Massachusetts) State Hospital 


GENERAL THkEorY OF NEuROsES. By Rudolph Brun, M.D. (‘Twenty- 
two Lectures on the Biology, Psychology, and Psychohygiene of 
Psychosomatic Disorders.) New York: International Universities 
Press, 1951. 468 p. 


This book constitutes Parts 3 and 4 of a comprehensive series on the 
general subject of mental hygiene, edited by H. Meng. ‘This series, 
consisting of seven volumes, is entitled Mental Hygiene, Science and 
Practice, and it is essential to keep this in mind in order to appreciate 
fully the broadly conceived and highly ambitious approach taken by 
the author and the important place that was given his work in the 
series. The other five volumes deal with the following subjects: (1) a 
general introduction to mental hygiene; (2) a translation of Beers’s 
A Mind That Found Itself; (3) practice of mental hygiene; (4) 
analysis of destiny (a, study of the family background of personality 
disturbances) ; and (5) instinef and civilization. , 

It is a well-recognized fact that the scientific foundation of the 
present-day mental-hygiene program is largely derived from the study 
of the neuroses, and since the series deals both with the theoretical and 
with the practical aspects of mental hygiene, it is obvious that who- 
ever is assigned the subject of the neuroses would have to attempt an 
objective, scientific approach to their causes and manifestations. 
Actually, the author proposes a theory that attempts to develop a 
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systematic basis for the psychogenesis of the neuroses and, at the same 
time, to demonstrate objective evidence of the biological and physio- 
logical aspects of the manner in which the psychogenetic factors affect 
the personality and lead to the symptoms that are manifested in the 
neuroses. — 5; 
Brun starts out with a definition of the neuroses within the frame- 
work of personality disturbances in general, regarding all of them as 


‘‘prunary disorders of the instinctive life or hormopathies.’’ Within 


this large group, he recognizes two general subdivisions, the organic 
and the functional. Under the organic, he places the following: (1) 
dysglandular hormopathies which are the results of disease of the 
endocrine glands; (2) constitutional-endogenous disorders, among 
which he places the schizophrenias, the manic-depressive psychoses, 
and the psychopathies; and (3) the cerebral hormopathies due to 
organic disturbances of the brain. The second large group is that of 
the functional hormopathies or the neuroses, and here, in keeping with 
the original Freudian classification, he recognized two types: (1) the 
functional-organic (toxic) or the so-called actual neuroses, including 
neurasthenia, anxiety neurosis, and fright neurosis; and (2) the 
psychoneurosis proper, in which he places hysteria, phobia, (anxiety 
hysteria), and the obsessional neuroses. Also included in the last 
group are the so-called character neuroses and the mixed neuroses. 

The present volume deals entirely with the second large group 
namely, the functional instinetive disturbances or the neuroses. In his 
“istorical survey, Brun undertakes a systematic analysis of the various 
theories that have been advanced to explain the causation of the 
neuroses, refuting some, accepting others, either wholly or in part, but 
coming to the general conclusion that the most adequate theory at the 
present time is the one advanced by the psychoanalytic school. 

Ile then proceeds with a systematic presentation of this theory and 
an attempted demonstration of a physiological basis, in regard both to 
the manner in which the neuroses develop and to the manifestations 
that they present. This physiologic substratum expresses itself in 
three types of phenomenon: neurobiochemical, neuropathological, and 
reflexological. A neurobiochemical component can be postulated as 
consisting of disturbances in the endocrines, in the vegetative nervous 
system, and in the equilibrium of the blood-brain barrier. 

In a general discussion of the work done in both of these fields, he 
develops the point that in the neuroses, we have manifestations of dis- 
turbances in the whole vegetative nervous system and also in the + 
exchange of substances between the blood and the nervous system. 
This may serve as a constitutional: background that provides suitable 
soil for the development of neuroses, as well as representing effects 
produced by the faulty development of the instinctual organization. 
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A similar theory is developed in relation to the conditioned-reflex 
functions, in which the author sees a physiological counterpart of some 
of the psychogenetic mechanisms that are found in the neuroses. 
Finally, in some of them, particularly the hysterias, he advances the 
theory of actual functional disturbances in the extra-pyramidal sys- 
tem, which then furnish the substratum for a good many of the 
sensory-motor manifestations jn hysteria. 

To complete the discussion of these organic aspects of the neuroses, 
he discusses the hereditary or constitutional factors that are involved, 
accepting the proposition that in most, if not all, of the neuroses, there 
is a constitutional weakness in the instinctive structure of the person- 
ality which is inherited and which expresses itself primarily in 
disturbances of the above mentioned organic functions. 

The author then proceeds to discuss the basic biological and psycho- 
logical aspects of the instincts. The former are developed on the basis 
of investigations of the instinctive patterns of behavior of insects and 
some of the higher species. The latter is practically entirely a dis- 
cussion of the Freudian theory of the development and manifestations 
of the instinctive basis of human behavior. He then proceeds to the 
more detailed discussion of the various syndromes, starting out with 
what he terms the functional, organie (toxic) types—namely, the 
anxiety neuroses, neurasthenia, and the fright neuroses. Particular 
attention is paid to the anxiety neuroses, which—again in keeping with 
the original Freudian idea—he considers as primarily an expression 
of the damming up of instinctual (libidinal) forces and the consequent 
toxic effects on the individual. 

Although the reasons for the occurrence of such interference with a 
normal discharge of libidinal energy may admittedly be largely 
psychogenetic, nevertheless, its effects, in terms of symptoms—+.e., 
anxiety—are organic or toxie in origin. The suggestion is also made 
that once such a neurosis has been established, psychiatrie super- 
imposition in terms of somatic complaints, phobias, and other disorders 
may develop as secondary symptoms. 

The situation is different in the second group of the neuroses, the 
so-called true psychoneuroses. Were the etiology is entirely psyvcho- 
logical, although a constitutional biological weakness has to be pre- 
sumed in most cases and also the actual manifestation or release of 


symptoms has organic counterparts. Here Brun deals with the 


hysterias, the phobias, and the obsessive neuroses. The distinctive 
features of the conversion hysterias are presented as follows: ‘‘The 
instinctual affect as suech—.e., the affective representative of the 
instinet—is repressed ; its objective representative, on the other hand, 
is often still capable of becoming conscious. Yet, on account of the 
withdrawal of the libido, it has become affectless ... the result is the 
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conversion of the affect into a physical symptom which represents 
a displacement substitute for the symbolic gratification of the desired 
(forbidden) wish impulses.’’ As contrasted with this, ‘‘in the 
phobias the affective representative of the repressed instinctual 
impulses is retained as affect at least in form .. . the primary 
instinctual affect has been changed, converted into another and usually 
a contrary affect; thus pleasure is converted into anxiety. ... This 
converted affect has detached itself from its original objective and has 
attached itself to a similar substitute objective or situation.’’ Finally, 
‘‘in obsessional neuroses, the instinctual complex is reduced in the 
form of reactive, compulsive thinking or in the form of a reactive 
action—the compulsive act—earried into the outer world.”’ 

It is not possible in this review to present adequately the sequence 
of reasoning, the great variety of clinical and investigative data, and 


the comprehensive nature of this work. If a theory that combines the 


broad concept of psychoanalysis with objective evidence of the biologi- 
cal basis of it ean be developed, this author is certainly most adequately 
prepared for such a task. He combines a thorough knowledge of the 
theory and practice of psychoanalysis with an extensive experience 
in the general field of neurophysiology and general biology. ‘There is a 
wealth of material both clinical and investigative, most of which is 
contributed by the author himself. Whether this attempt is entirely 
successful, however, is another question. As long as the author remains 
in either one of the two fields—that is to say, biological investigation or 
psychotherapeutic practice—one follows him without any difficulty 
and without finding any inconsistencies. The attempt to combine the 
two, however, frequently leaves one rather sceptical, to say the least. 

It is true that his main purpose is to develop a theory that could 
serve as a basis for further investigation. But even theoretical con- 
cepts must be kept alive by some basie evidence of fact and here is 
where we find very frequent gaps which tax the imagination of the 
most willing reader. What evidence do we have, for instance, that the 
blood-brain barrier is actually disturbed in any of these conditions? 
What evidence, furthermore, is there that demonstrable disturbances 
in the endocrine function can be found in the neuroses? Where, 
furthermore, can we find a basis for the assumption that extra-pyra- 
midal disturbance in function occurs in cases of hysteria? It is true 
that in disturbances of endocrine function we do frequently see psycho- 
logical manifestations. It is elso true that some similarity may exist 
between the clinical manifestations of the extra-pyramidal pathological 
conditions and some neurotic somatic symptoms. To support the 
author’s thesis, however, we would have to demonstrate evidence of 
histological or chemical pathology in the neuroses. One can be in 
sympathy with the author’s point of view and fervently hope that some 
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time in the future such evidence will be demonstrated, but at present 
it is not possible to agree that such a basic interrelationship exists. 

Whether or not one agrees with the basic conclusions, however, this 
contribution is highly worth while. It is provocative and stimulating. 
The clinician will find in it a rich variety of material and many help- 
ful suggestions in the evaluation and treatment of the neuroses. To the 
investigator it offers many leads for further study and the possibility 
of testing the validity of a very important and promising field in the 
study of human behavior. 

WittiAM MALamup 


Boston, Massachusetts 


A Primer ror PsycHorHeraPists. By Kenneth Mark Colby, M.D. 


. 


New York: The Ronald Press, 1951. 167 p. 


This little book, as the name implies, is intended ‘‘to present in 
simple and readable form the elementary principles of psychotherapy 
for beginners in this professional specialty.’’ The contents are sug- 
gested by the chapter headings—The Patient, The Therapist, Time and 
Space Conditions for the Interview, Behavior During the Interview, 
Beginning the Therapy, The Middle Course of Therapy, and Ending 
the Therapy. There is also a chapter on the psychotherapy of the 
schizophrenias. 

Most of the questions likely to be asked about analytically oriented 
psychotherapy, its aims and methods, are answered briefly here, aceom- 
panied by numerous illustrative excerpts of dialogue between patient 
and therapist. This latter enlivens and clarifies many of the points. 
The author states specifically that his theory of neurosis and concept of 
cure are psychoanalytic (p. 8), so a comprehensive presentation of any 
other forms of psychotherapy, individual or group, is not found, nor is 
it to be expected. 

One may suggest that there are better reasons for using a couch 
for the patient than a desire of the therapist not to be stared at (p. 32). 
Such a reason is not fair to the patient, and not exactly flattering to the 
therapist! More vigorous exception may be taken to the statement 
(p. 38), ‘‘By the time one has become something of a psychotherapist, 
his medical diagnostic judgment has suffered a disuse atrophy of such 
proportion that he is really no longer a reliable medical man.’’ If this 
statement be true, our ‘‘psychosomatie psychiatry’’ brethren should 
cease fire. If a physician becomes so specialized that he cannot take 
blood pressure, or listen for rales or heart murmurs, he would do well 
to suspend practice for a while and return to medical school. If 
psychotherapy is an integral part of medicine—as it is generally 
claimed to be—and if the therapist is a physician, there would seem 
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to be hardly a better way to cement the patient-doctor relationship 
than by demonstrating practically an interest in the patient’s soma as 
well as his psyche. 

These are, however, perhaps but trivia, for the book is well presented 
and instructive, and adequately serves the purpose for which it is 
intended. 

WINFRED OVERIOLSER 

Saint Elizabeths Hospital, 

Washington, D. C. 


A Few Burrons Missinc. By James T. Fisher, M.D., and Lowell S. 
Hawley. Philadelphia: J. B. Lippincott Company, 1951. 282 p. 


This is a charming book. It is an autobiography with a live and 
very lively ghost. The ghost (Hawley) says: ‘‘I am, I believe, one of 
the few laymen who has sat quietly taking notes and asking questions, 
while the psychiatrist lay on the couch giving voice to his thoughts 
at random. The story is Dr. Fisher’s story. It is the story of his life 
and his experiences.’’ 

The book possesses those three qualities without which no psychiatric 
text for laymen should ever reach a press. It can harm no one. It 
will inform and instruct many. It will entertain all readers. 

Dr. Fisher is presented as a middle-of-the-road psychiatrist who 
has sampled many techniques with surprisingly little indigestion. He 
talks about himself, his experiences, and his patients and, as he does 
so, he constructs a picture of the major psychiatric hazards. The 
picture is instructive. 

One of the authors is a brilliant and acute phrase-maker, as witness 
the following: ‘‘The charge has been made that psychiatry .. . is 
composed of a strange hodgepodge of psychology, pathology, phi- 
losophy, anthropology, and man’s insatiable desire to hear himself 
talk.’’ I enjoyed this book 

Greorce H. Preston 
Ft. Myers Beach, 
Florida. 


More Power ro Your Mrxp. A Guine tro More Errective Living. By 
G. Milton Smith. New York: Harper and Brothers, 1952. 180 p. 


This is a helpful and clearly written book for the average person. 
Geniuses and neurotics may find suggestions that they can apply to 
their special problems, but everyday people in everyday situations 
are particularly in the author’s mind. Mr. Smith’s vocabulary is free 


from special terminology; he does not belong to any special school, so 





BOOK REVIEWS 135 
far as one can gather from his inderstandable and sometimes homely 
phrases; his illustrations are picturesque and to the point. 

John Chamberlain, in his preface to the book, says: ‘‘The important 
thing for the individual is the achievement of . . . a personal philoso- 
phy, a set of values, that will tell him when to make compromises 
and when not to make compromises’’ in relation to adjustment, that 
key word of most popular psychologies. Common sense is always a 
help and it receives less attention from these popular writers than it 
should. Dr. E. L. Thorndike once said that psychology begins where 
common sense leaves off. That implies that common sense must at 
some time have been present. Milton Smith emphasizes Thorndike’s 
words by saying of his book, ‘‘It offers some organized common sense 
on mental health and power which ean act as a guide to more effective 
living’’ (p. 4). 

One important characteristic of the book is the relatively equal 
importance the author gives to mind, body, spirit. Often we are led 
to believe that difficulties invariably start in one of these divisions of 
the human make-up and ean always be overcome by dealing with that 
particular division. Mind just now is the favorite; it used to be body. 
Effective living, according to our author, can be best achieved if ‘‘ we 
combine with the wisdom of the mind the wisdom of the body and the 
spirit’’ (p. 3). Hindrances to effective living usually come from 
failing to satisfy human needs in one of these divisions, but needs in 
one division are either furthered in their satisfaction or hampered by 
conditions in either or both of the other, as psychosomatic medicine is 
beginning to show us so vividly. Too often students in this field fail 
to point out the contribution that the spiritual can make. And another 
application of this principle which is often omitted is phrased as fol- 
lows: ‘‘. . . if poorly managed emotions and wrong mental attitudes 
can have a harmful influence, well-managed emotions and sound men- 
tal attitudes can have a beneficial influence’’ (p. 133). 

Perhaps the most common emotional ills of the average man are 
discussed constructively in the chapter on ‘‘Conflict, Anxiety, and 
Indecision.’’ The author urges action, with insight if possible, but 
he says, ‘‘The advantages of action in general far outweigh the risks’’ 
(p. 88). This sounds too simple to be a real solution, but overcoming 
the inertia of indecision, or the fear that often accompanies or causes 
conflict and always anxiety, is not a simple matter. Here, again, 
action is urged. -Suspense is devastating; in action there is little time 
for fear. ‘‘There is a spread of decision to the important area of con- 
flict rather than the former spread of indecision. The new mood 
tends to carry over. We gain confidence from our record of decisive- 
ness : we know it can be done, that we can do it’’ (p. 83). 

It must constantly be kept in mind that this book is not dealing 
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with the neurotic personality, but with the normal personality—if 
there is such a thing. For the average man there is what the author 
calls a trial-and-error procedure. We must not be held back from this 
by fear of making mistakes. ‘‘Seience progresses in this way, and the 
method of science can be applied to everyday life’’ (p. 88). Also 
quiet, calm deliberation is a method well worth trying as a prelude to 
action and this may be regarded as the contribution of spirit. 

The matter of action is also emphasized in the stimulating chapter 
on ‘‘Sex and the Needs of the Self,’’ especially in the section on the 
family. The author points out again the fact that there are no 


universal answers to questions about relations between parents and 
children, or between husband and wife, even to the possible question 
of infidelity. Frankness in dealing with children’s questions about 
sex, and harmony in marital relations are important matters. One 
must not expect perfection in family relations; and where mistakes are 
made or serious failures occur, the quickest way, we are told, ‘‘to 
expiate our sins is to get started on a new and useful course of action, 


not to go about in sackcloth and ashes’’ (p. 145). 

In his final chapter, the author draws together the various emphases 
in his book by pointing out the importance of Spirit. He does not 
define or set down principles of action. The spiritual is concerned 
with the ‘‘finer emotions an? sentiments.’’ Through what is said here 
the author makes his own peculiar contribution to a guide to more 
effective living, a contribution that, as we have said, is too often 
omitted from books of this sort. 

Here, as well as in the earlier chapters, he takes into consideration 
individual differences among distressed people and lays down no 
rules, but through well-chosen quotations and wise similes suggests 
higher sources of power. 

This chapter is a fitting and somewhat unusual ending to a psycho- 
logical discussion of human needs and their healthful satisfaction, and 
it adds an atmosphere of strength and confidence to suggested solutions 
for ordinary human problems. 

ELEANOR Hope JOHNSON. 


Hartford, Connecticut. 


Tue Homosexuat iN America: A Suspsective ApproacH. By Donald 
Webster Cory. New York: Greenberg, 1951. 266 p. 


It was no surprise to learn that, in a very short time, The Homo- 
sexual in America has become, in considerable sort, a homosexual vade 
mecum. The book is well-written and reasonably objective, and 
should assume an authoritative position in the underworld, or half- 
world, of the sexnally maladjusted. One homosexual of considerable 
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intellectual gifts remarked that there was nothing in the book that 
he did not already know, but that he was thankful to find it all in 
one place and so well put. 

The book is called ‘‘a subjective approach,’’ but one finds little 
therein to give us any clues to the personality, much less the history, 
of the author. It is a treatise. It attempts an exposition of the place 
of the homosexual in American society, and it may be regarded as, 
in many senses, a homosexual apologetic. Unfortunately there is 
very little new in the sociological approach the author takes. 

Sociologically, according to the author, the homosexual is to be 
regarded as a member of a minority group, and, therefore, subject 
to all of the liabilities, disabilities, and privations that membership 
in a minority group implies. Furthermore, the author points out 
that the homosexual is a member of a particularly inarticulate minority 
group. No one dares come out publicly and state that he is a homo- 
sexual and undertake to speak for those similarly situated. The 
homosexual is compelled to suffer in silence and submit to whatever 
an unkind fate offers, lest further evil be visited upon him. So, when 
one observes unlovely characteristics among homosexuals, it is well 
to use the same criteria of judgment one hopes to apply to the 
undesirable characteristics of other minority groups. 

The descriptive material as to the folkways of homosexuals seems 
accurate enough. One is tempted to take issue with the author’s use 
of the epithet ‘‘gay’’ in describing the homosexual. The gaiety to be 
observed in a homosexual bar is certainly at best a synthetic gaiety. 
As a matter of fact, precisely the opposite quality is apparent to the 
observer who is willing to look for a moment below the surface. Homo- 
sexuals are much more apt to be sorrowful rather than gay people. 
Twenty years of work with and for homosexuals leaves little sugges- 
tion of their blithesomeness. If the homosexual world wants to apply 
some special term to itself, ‘‘gay’’ is more than a little inaccurate. 
The word homosexual itself, although not completely descriptive, 
lives on as a term. that can be understood. ‘‘Sex variant’’ seems more 
accurate, but it may be too academic for general use. 

There is a certain pessimism in the author’s acceptance of homo- 
sexuality as a final state. So far as he can see, it is impossible for the 
homosexual to change his way of life, and he feels that sublimation 
will lead only to dangerous repression.” On the other hand, there is 
a healthy realism in his counsel that ‘‘what can’t be cured must be 
endured.’’ The homosexual must live with himself twenty-four hours 
a day; therefore, he is well-advised to learn as much as he can about 
himself. Unfortunately, the author says little or nothing about the 
unseen handicaps inherent in the homosexual way of life. He dis- 
misses the police and the blackmailer as occupational risks, and says 
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1 


quite properly that the public authorities will aid men who fall prey 


to the extortionist. He is singularly silent about the loneliness that 
all homosexuals must face, and says nothing about their frantic search 
for companionship. le blinks their sorry substitution of sexual 
activity for the affection they seek. He says nothing about their lack 
of family, home, or roots, and there is a complete absence of any men- 
tion of the tragic old age of homosexual men. 

The Homosexual in America serves a useful role in bringing to 
badly informed homosexuals something a little more authoritative than 
the uninformed gossip and absolute trash that passes as current liter- 
ature. The author gives in his bibliographies extensive reference to 
the homosexual in fiction. The book will serve to combat the 
intolerance of those who consider homosexuals pariahs and outcasts. 

Despite what the author says, however, it is not a book lightly to be 
given to the parents of homosexuals. There is too much optimism 
on the author’s part that the homosexual can work out a satisfactory 
adjustment for himself. The well-adjusted homosexual, as I have so 
often said, is rare. And living, as the homosexual does, under con- 
ditions ranging from downright persecution to amused tolerance, it 
is almost impossible for society to expect him to make a good adjust- 
ment. Until some of the antiquated laws on the statute books relating 
to the homosexual are dropped, the chances of a universal good adjust- 
ment for him are poor. But it is possible that understanding of what 
the homosexual has to face within our present social mores may make 
the community more conscious of his problem and less inclined to 
ostracize those who cannot conform to the sexual demands of the 
majority. 

Grorce W. Henry 

The Georg: W. Henry Foundation, 

New York City 


Sex AND THE LAw. By Morris Ploscowe. New York: Prentice-Hall, 
1951. 285 p. 


In no other department of life does the Anglo-Saxon blink the 
unpleasant as thoroughly as he does in that of sex. Here the example 
of the ostrich, of sticking its head in the sand until the thenace has 
subsided, is almost universally followed. When sex must be dealt with 
by the law, Judge Ploscowe describes the courtroom atmosphere in this 
wise : 


‘*When an attendant in the New York City Magistrates’ Courts for- 
mally opens the hearing on a charge of overt homosexual behavior with 
the reading of the complaint in open court, his normally stentorian voice 
drops to a whisper. He shares a widespread feeling that acts of sexual 





BOOK REVIEWS 139 
perversion are not matters for public consumption. Even where sexually 
deviant behavior comes to the attention of official agencies, it must be 
handled quietly and as discreetly as possible. It may be the subject of 
gossip; the derision of the ‘pansy,’ ‘fairy,’ or ‘queer’ is frequent in 
private conversation. But public presentation of the problem of perver- 
sion, even of its significance to the community, is generally taboo.’’ 


There are still those who think it possible to make men good by pass- 
ing an act of Parliament. Blackstone defined the law as something 
‘commanding what is right, and prohibiting 


‘ 


ordained by the king, 
what is wrong.’”’ 

In the old Criminal Court Building in New York, there was a pie- 
ture of Justice in one of the courtrooms. It was a conventional affair. 
The lady was quite decently habited and passably good-looking. In 
one hand she held the sword of justice and in the other a pair of 
scales—and she was effectively blindfolded. There are many lawyers 
to whom this picture represents the highest ideal of justice, dwelling 
on its own particular Olympus, quite apart from the actualities of life. 
Sin, negligence, and ignorance were carefully charted in the books, 
and sinners coming before the courts were somehow to be fitted into 
the Procustean bed. So long as the letter of the law was followed, all 
was reasonably well. If a man was found guilty after a trial in which 
all the formalities were conscientiously observed, then the punishment 
was written in the book to fit the crime. And that was that. 

There has arisen in the land a new concept of criminal justice that 
sometimes goes under the name of ‘‘sociological jurisprudence.”’ 
Holmes and Brandeis, Cardozo and Roscoe Pound, and, in another 
sphere, Morris Raphael Cohen, have laid the foundations of the new 
ways of bringing the law into realistic dealing with errant human 
nature and conduct. Morris Ploscowe, now a judge of the City Magis- 
trates’ Court, has long shown his ability to follow the footprints of 
these giants. 

Sex and the Law examines the present state of the law with respect 
to marriage and divorce, annulment, and legitimacy. It then passes 
on to the offenses against the criminal law: fornication, adultery, and 
indecent exposure. From there it considers the serious offenses of rape, 


homosexuality, and the crime against nature, so-called. It looks at the 


psychopathie sex-offender laws and crimes against children, ‘It dis- 
cusses prostitution, marriage, sex crime, and social policy. And it 
has, of course, an excellent bibliography. 

If we take the law literally, only one sort of behavior with respect 
to sex is permitted human beings. That is sex within the marriage 
relation, preferably with a view to procreation. The law is very much 
in agreement with what is so plainly set forth in the marriage service 
of the English Prayer Book. Every other mode of sexual expression 
is mala prohibita in varying degrees. To which assumption, Dickens 
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well says: ‘‘If the law supposes that, the law is a ass, a idiot.’’ No 
matter how much one may be disposed to quarrel with the figures Pro- 
fessor Kinsey has turned up, it seems established beyond too much 
doubt or wishful thinking that sexual irregularity is a commonplace. 
This is a fact. Now, what can be done about it? 

As Dean Pound so clearly points out in his introduction to the book, 
we are in a hopeless muddle so far as statute law is concerned. There 
are 48 states in the Union with 48 criminal codes. The statutory regu- 
lations in regard to contracting a marriage are so diversified that a 
couple finding the laws governing the issuance oi marriage licenses 
too stringent need not go very far to find a nearby state that is more 
accommodating. And if the divorce laws in one’s own state are too 
rigid, there is always a state that will hand down an easy-to-obtain 
decree. 

So far as sex offenses are concerned, each state has its own notions 
of what constitutes a crime and how the crime shall be punished. 
There is a very wide difference in the penalties imposed by different 
states for the same offense. Our legislators have relied hitherto, and 
still rely in great measure, on prison as the cure-all. In recent times, 
however, the lawmakers have discovered a new panacea for sex offenses 
—psychiatry. Whereas formerly offenders were shipped off to jail to 
repent and possibly reform, men are now being sent to hospitals for 
the criminal insane, to be cured. 

Unfortunately that particular solution has proved too easy. Sooner 
or later the hospitals release their patients and the courts have dis- 
covered that there is very little difference between imprisoning a man 
in a jail or in a hospital. Many states enacted laws forcibly hospitaliz- 
ing all manner of sex offenders, convicted or otherwise, only quietly 
to forget them. Here we have the real dilemma. The community 
must be protected from sex offenders, especially those who molest chil- 
dren. Sex offenders are people about as badly in need of help as any 
one. Can they be helped and the community protected at the same 
time ? 

Judge Ploscowe’s experiences in the criminal courts and as a 
socio-legal philosopher entitle his views to be heard with more than a 
little respect. His book is no mere compendium of state laws, with 
neat tables of penalties to be exacted for gach offense. Here we have 
a real consideration of how the laws concerning sexual irregularity 
came into being. The old common law concerned itself little with this 
area of conduct; most of it came under the English ecclesiastical 
courts. Therefore, the twentieth-century student, in order to obtain 
a proper historical perspective, must familiarize himself with the 
manner in which our criminal codes, as they deal with sex offenses, 
grew out of the common law and the canon law. 
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It may come as a considerable surprise to learn that the English 
ecclesiastical law still had jurisdiction over sex offenses in considerable 
degree until the middle of the nineteenth century, although the powers 
of these courts had been seriously curtailed long before that time. 
This is all the more interesting as we contemplate the deference paid 
by judges and legislators to the views of the churches in every aspect 
of sexual activity. 

The conclusions of the book are sound and well-reasoned. In an 
ideal society, Judge Ploscowe suggests, one would do well to follow St. 
Paul’s advice, and let each man be the husband of one wife or remain 
continent. Things would be much simpler thus. Unfortunately human 
nature is still imperfect, and the Old Adam persists. Therefore, we 
would be well advised to make marriage more difficult to contract 
lightly, and surround its entrance with proper safeguards. 

By the same token, there must be considerable rethinking about our 
divorce and annulment laws. It is time for the divorce courts seriously 
to consider making use of expert advice. It is pointed out that the 
New York domestic-relations courts, which have only limited jurisdic- 
tion, have a staff of probation officers, social workers, psychiatrists, 
psychologists, and so on, but this type of service is nonexistent so far as 
the courts with power to grant divorces are concerned. 

Society should insist that a matrimonial case must be tried far differ- 
ently from a tort or a criminal case. We must be more realistic in our 
notions about the legitimacy of children. And the criminal law stands 
in need of a complete overhauling in the field of sex offenses. Where 
crimes are committed that employ force and violence, the penalty must 
be severe and a deterrent. It must punish those who offend against 
children. It must curb sex offenses—heterosexual or homosexual— 
that outrage public decency and give rise to public scandal. It must 
stamp out commercialized vice. There is no excuse for prostitution of 
any sort. 

There will remain a relatively small number of sex offenders who, 
for their own protection as well as that of society, require more or less 
permanent custody. These may have to be taken out of circulation for 
the rest of their lives. For such of these as do not present a serious 
escape risk, there might be provision for their earning their way and 
becoming, within the limitations thought wise for safeguarding the 
community, moderately self-supporting. 

But long-term detention problems require a different type of treat- 
ment from those that are simply public nuisances. For the latter, pro- 
bation on a first offense, with the added benefit of good psychotherapy 
and perhaps religious counseling, has inhibited a great deal of their 
more flagrant activity. We must always be careful to distinguish 


between nuisance and menace. 





142 | MENTAL HYGIENE 


Long ago John Erskine wrote a book that he called, The Moral Obli- 
gation to be Intelligent. If we would be intelligent about sex and the 
law, then we would do well to read, mark, learn, and inwardly digest 
Judge Ploseowe’s book. 

ALFRED A, Gross 

The George W. Henry Foundation, New York City 


Tue ADJUSTMENT OF THE Buinp. By Hector Chevigny and Sydell 
Braverman. New Haven: Yale University Press, 1950, 820 p 


One of the co-authors of this book, Hector Chevigny, is a radio 
and screen writer who was suddenly stricken blind in New York in 
1943. The poignant experiences that he underwent in one of the 
largest cities of the world were set down by him in an earlier bi 
graphical work, entitled My Eyes Have a Cold Nose. That book dealt 
with factors that the writer felt to be basic in the general miscon- 
ception that exists of the capacity of the blind to enter into and par- 
ticipate fully in the life of the sighted world. 

In this text, considered the most outstanding in its field of any vet 
published, the co-author, Hector Chevigny, reaches what we might 
term a milestone in his adjustment to blindness. He has extricated 
himself from his initial confusion, and is now able to evaluate his 
perience quietly and objectively and go on with the co-author, Dr. 
Sydell Braverman, to consider the psychological factors, historical and 
present-day, with which the blind as a group find themselves faced. 
~The historical background is presented, showing how slowly our 
treatment of the blind has progressed in the past centuries, fron 
mendicancy through the period of the asylum, to present-das 
methods and approaches. The new ‘‘depth psychology’’ is employed 
to illustrate the basis, frequently so obscure, of the misguided public 
attitudes toward the blind. 

Old beliefs are shown to be fallacious in that a shattering of the per- 
sonality does not follow, by and large, when sight is lost. New mus- 
cular coordination and compensation are possible through the new 
demands made on the other senses, enabling the individual to proceed 
with the problems of living in a rather normal manner. Clinical 
studies set forth in the book demonstrate that the general assumption, 
that the blind operate to a great extent along the lines of frustration, 
aggression, and the welling of emotion from within, is not borne out 
by available clinic records. 

Of interest to psychologists, educators, and social workers will be 
the development of the Freudian theory as it applies to those who 
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are blind, the unconscious, ‘‘blindness as a punishment,’’ identifica- 
tion, and so forth. 

The major fallacies of the sensory and perceptual life of the blind 
are reviewed clearly. Again, clinical data do not bear out the theory 
of the ‘‘darkness and void’’ concepts that until recently have been 
commonly accepted. It is interesting to note that certain areas, such 
as the nature of the congenital blind, are not given solution at this 
date. This awareness of the authors that they do not know ‘‘all’’ 
again should please educators, psychologists, and social workers. The 
employment of psychoanalysis in taking apart conceptions of how 
the blind feel and how they should be treated is presented in a scien- 
tific manner. The ‘‘assumptions’’ concerning the blind, on which the 
sighted world has operated so long, are explained as projections by 
the sighted of their own thinking upon the blind. 

The book pleads for wiser treatment and better understanding of 
this physically handicapped group and better diagnostic services. 
There are striking illustrations of the diagnostic ineptitude of agencies 
dealing with the blind. Stress is laid upon the common failing of 
so many ophthalmologists who, in failing to give the truth about the 
loss of sight to the patient, or by delaying the giving of this informa- 
tion, keep the patient in a state of confusion, with the result that 
he is apt to feel that the situation is much worse than it is. 

The recommendation is made that there should be available through 
out the country training centers for the newly blinded such as were 
developed at Avon during the war and at Seeing Eye. 

Segregation of the blind as against integration is discussed. The 
conflict between agencies, each setting forth its own ideas about plan- 
ning for the blind, the influence of depressions upon the programs 
of care frequently inaugurated, and the attitudes of the blind them- 
selves toward their regimeptation industrially and otherwise, are 
covered most realistically. The analysis of the practicality of the 
integration of this handicapped group into well-established rehabilita- 
tion programs is developed, and the clear-cut recommendations stand 
out. 

We know that change comes slowly. If, however, professional 
workers everywhere will take the time to familiarize themselves with 
this ‘‘ book of the century,’’ they will find, this reviewer believes, that it 
is indispensable on the reference shelves of all schools of social work, 
colleges, and universities and on each worker’s desk. It should be 
a ‘‘must’’ on the list of required reading for social workers in near!) 
every field. 

Laura E. Carson 


Boston, Massachusetts 
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THe CoLLecrep Papers or Apotr Meyer. Edited by Eunice E. 
Winters. Vol. Il]: Medical Teaching. Baltimore: The Johns 
Hopkins Press, 1951. 577 p. 

This volume contains the thirty-four papers in which Adolf Meyer 
expounds his undergraduate and postgraduate instruction in psychia- 
try. The papers also contribute specifically to teaching in psychology 
and medicine. 

Very notable additions are obituary biographical sketches of fifteen 
eminent American and European scientists and teachers in the fields 
of psychiatry, neurology, medicine, and psychology. 

Two outstanding features characterize Adolf Meyer’s teaching and 
both are comprehensively presented in this volume: his basic concept 
of what constitutes the Science of Man and his methodology of han- 
dling teaching material. Dr. Meyer unambiguously discards the 
Cartesian dualism—division of the human organism into ‘‘mind’’ and 
‘psycho- 


‘‘body’’—and uses his own concept, embraced in the term 
biology’’ or ‘‘objectiye psychology.’’ 

Dr. Meyer introduced the term ‘‘psychobiology’’ into the medical 
and psychiatric literature in 1915. Its full meaning and scope were 
best outlined, it seems to me, in a statement he made to a class of 
students—namely, ‘‘psychobiology studies not only the person as a 
whole, as a unit, but also the whole of the man.’’ Thus, psychobiology 
regards as its domain studies of normal and abnormal anatomy and 
physiology of the organs; normal and abnormal functioning of the 


person; mutual interrelationships between the function of organs and 


the function of the person; interpersonal relationships; and _ inter- 
relationships between the function of the person and his environment. 

Dr. Meyer was not regarded as a brilliant teacher or as an effective 
exponent of his concepts and of his encyclopedic knowledge. Yet 
his methods of teaching seem to me to haye been essentially sound. 
Recognizing that the present-day feelings and behavior of an indi- 
vidual are determined by his constitutional endowment and past life 
experiences, beginning with early childhood and continuing through- 
out his life, Meyer, true to the psychobiological approach, considered it 
essential to study comprehensively the life history of the normally 
or abnormally functioning individual. To train students in the tech- 
nique of carrying out. such comprehensive personality studies, each 
student was requested to carry out a personality study of himself 
under Dr. Meyer’s guidance. As described in the paper, Outline of 
First-year Course, emphasis is placed on the formulation of ‘‘con- 
crete objective and not merely introspective performances.”’ 

The introduction, by Franklin G. Ebaugh, is a significant contri- 
bution in that it effectively presents the very fundamentals of Dr. 


Meyer's concepts and teaching. 
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The book will certainly be appreciated by students and teachers in 
medicine, psychiatry, psychology, and the social sciences, as well as by 
the practicing physician, the psychiatrist, and the clinical psychologist. 


S. KaTZENELBOGEN 


St. Elizabeths Hospital, 
Washington, D. C. 


CLIENT-CENTERED THERAPY. By Carl Rogers. New York: Houghton 
Mifflin Company, 1951. 560 p. 


This is a book that many persons interested in counseling and 
therapy have been awaiting for some time. We had heard that 
developments and research had caused Dr. Rogers to feel that his 
earlier book, Counseling and Psychotherapy, no longer adequately 
presented the ‘‘client-centered’’ point of view. It may be—and some 
parts of this book suggest that it is likely—that research is going on 
at such a pace that Dr. Rogers may feel the same way about the 
present book in a few years. 

The volume is divided into three parts: A Current View of Client- 
Centered Therapy; The Application of Client-Centered Therapy; 
and Implications for Psychological Theory. The first part presents 
the heart of this type of therapy. It is documented with frequent 
excerpts from interviews, with material written by clients about 
their experiences, and by research findings. Some of the research has 
appeared in journals during the past nine years, some is from un- 
published theses, and some is presented for the first time. When one 
considers the difficulty of evaluating counseling and therapy, the 
efforts of some of the students who have done the research presented 
seem truly noteworthy. 

Part II of the book contains a chapter on play therapy contributed 
by Miss Elaine Dorfman; a chapter on group-centered psychotherapy 
contributed by Dr. Nicholas Ilobbs; and a chapter on group-centered 
leadership and administration by. Dr. Thomas Gordon. Two other 
chapters in this part are written by Dr. Rogers and are concerned with 
student-centered teaching and the training of counselors and therapists. 
All of these chapters are documented by research and excerpts from 
actual interviews and group situations. 

The third part of the volume is an expansion and elaboration of 
the theory of personality that Dr. Rogers presented in the September, 
1947, issue of The American Psychologist. 

The book is suitable for classroom use in that there is appended to 


each chapter a list of suggested readings; there is a bibliography of 
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two hundred and twenty-eight references; and an excellent and very 
complete index. 

Dr. Rogers and the contributors present their material refreshingly 
and objectively. There is no rigid attempt to convince the reader that 
‘‘this is it.’’ They present their evidence and findings and at the 
same time point out their shortcomings and lack of evidence. “The 
most common objections of critics of this type of therapy are presented, 
together with explanations of the client-centered therapist’s stand. 

It is this reviewer’s judgment that this book is a ‘‘must’’ for any 
one interested in counseling and therapy. Part II1 and some portions 
of Part I are particularly provocative. This reviewér suggests that 
‘it would be interesting and stimulating for several friends to read 
the volume concurrently and discuss it as they do so. Several parts 


of it have philosophical implications which bear reading and rereading. 


Joun L. WALKER 
Mount Vernon, New York 
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ANNUAL MEETING OF 'FHE NATIONAL ASSOCIATION FOR 
Menta Heat 


The National Association .for Mental Health held its Second 
Annual Meeting in New York City, November 17, 18, and 19. The 
general sessions and special meetings took place at the Henry Hudson 
Hotel, the annual dinner at the Hotel Biltmore. Two hundred and 
fifty delegates from state and local mental-hygiene societies attended 
the meeting. The attendance at the dinner was 400, including mem- 
bers and guests. 

The first session was given up to reports on some basic activities 
in the mental-health field. Dr. Harold W. Elley, Chairman of the 
Board of Directors of The National Association for Mental Health, 
presided. Dr. William Malamud, of Boston, Director of the Asso- 
ciation’s Committee on Research in Dementia Praecox, spoke on 
‘‘Developments in Research’’;! Dr. George S. Stevenson, Medical 
Director of the Association, on ‘‘Training in Psychiatric Disei- 
plines’’;? and a paper by Mr. Raymond G. Fuller, Director of the 
Association’s Study of Administration of State Psychiatrie Services, 
was presented by Mrs. Ethel Ginsburg, Mr. Fuller being unable to 


be present. 

At the luncheon that followed, Dr. Thomas A. C. Rennie, of the 
Professional Committee of the National Assoeiation’s Board of 
Directors, spoke on ‘‘ Looking Ahead in Mental Health.’’ 

The afternoon was taken up with regional conferences of delegate 


members and the annual business meeting of the National Asso- 
ciation. In the evening there was a preview of some new mental- 
health films. 

‘‘Building a Citizens Movement’’ was the theme of the first 
session on November 18. The Reverend Waldemar Argow, of Cedar 
Rapids, Iowa, a board member of the National Association, acted 
as chairman. Factors common to all health and welfare agencies 
were discussed in two papers: ‘Determining Program in Voluntary 
Health and Welfare Agencies’’ by Leonard Mayo, Director of the 
Association for the Aid of Crippled Children, and ‘‘Common Factors 
in Building Understanding and Broadening the Base of Citizen 
Participation in Health and Welfare Organizations,’’ by Sallie 
Bright, Exeeutive Director of the National Publicity Council.4 The 

1 For this paper see pages 14-21 of this issue of MenraL HYGIENE. 

2 For this paper see pages 22-29 of this issue of MENTAL HyGIENE. 

8 For this paper see pages 30-35 of this issue of MENTAL HYGIENE. 
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relation of these factors to the mental-health field was then taken 
up in a panel discussion led by Mrs. Eli Golden, board member of 
the Mental Hygiene Society of Maryland; Mrs. Frank Little, Presi- 
dent of the Oklahoma Association for Mental Health; and Mrs. Hal 
Short, First Vice President of the Mental Health Association of 
Oregon. 

Two special luncheons followed: one on ‘‘Planning and Organ- 
izing for Social Action,’’ David Bouterse, Executive Director of 
Pennsylvania Mental Health, Ine., acting as moderator; the other 
on ‘‘Community Interest in World Mental Health Activities,”’ 
moderator, Dr. Frank Fremont-Smith, Medical Director of the 
Josiah Macy, Jr. Foundation. 

The afternoon session was on ‘‘Some Special Areas for Develop- 
ment in Program for 1953,’’ Mrs. Ralph Henderson, Vice President 
of the New York State Society for Mental Health, acting as chair- 
man. The discussion was led by Marian McBee, Director of Field 
Service of The National Association for Mental Health, and Dr. 
Margaret Ross, Director of the New York State Society for Mental 
Health. Improved services for the mentally ill and the emotionally 
disturbed, the prevention of mental handicaps, and the promotion 
of mental health were among the subjects considered. 

At the opening session on Wednesday morning, Robert M. ifein- 
inger, Acting Executive Director of The National Association for 
Mental Health, discussed plans for the 1953 campaign. Mr. Heininger 
also acted as discussion leader at a workshop on fund-raising that 
followed. Another workshop—on_ perspectives in mental-health 
education—under the chairmanship of Dr. E. S. Watson of Brook- 
ines, South Dakota, a board member of The National Association 
for Mental Health, took up the question of Mental Health Week, 


presenting some of the high lights of 1952 and considering steps 


for consolidating gains in 1953. 

The final session, under the chairmanship of Dr. Elley, was on 
the theme, ‘‘ Realizing Our Goals for Mental Health in 1953.’’ Dr. 
Shirley Star, of the National Opinion Research Center, presented 
a paper on ‘‘What the Public Thinks About Mental Health and 
Mental Illness.’’ This was followed by a discussion on ‘‘The Mean- 
ing of This for Mental Health Associations,’’ led by Dr. Warren 
Brown, of Houston, Texas, a board member. 

The session also considered the subject of ‘‘Working Together 
in 1953.’’ Three points of view were presented—the local associa- 
tion’s by the Reverend Jack Mendelsohn, of the Winnebago County 
Mental Health Society, Rockford, Illinois; the state association’s, 
by Charles H. Frazier, President of Pennsylvania Mental Health, 
Inec., Philadelphia; and the national association’s by Harry E. May- 
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nard, Secretary of The National Association for Mental Health. A 
final summing up was made by Robert M. Heininger. 

The program of the annual dinner meeting—held on the evening 
of the 19th with Dr. Elley presiding—included brief addresses by 
Dr. John Rees, Director of the World Federation for Mental Health; 
Lady Norman, J.P., Vice Chairman of the National Association for 
Mental Health of Great Britain; and Mary Jane Ward, author of 
The Snake Pit. Another feature of the evening was a presentation 
of the American Theatre Wing production, My Name Is Legion, 
a drama based on the life of Clifford W. Beers, founder of the 
mental-hygiene movement. 

The National Association for Mental Health gratefully acknowl- 
edges the codperation of the New York State Society for Mental ' 
Health in the arrangement of this program. 


Tue Fierro INTERNATIONAL CONGRESS ON MENTAL HEALTH 


The World Federation for Mental Health has accepted the invita- 
tion of the Canadian Mental Health Association and the Canadian 
Psychological Association to hold the Fifth International Congress 
on Mental Health in Toronto, Canada, August 14-21, 1954. 

The World Federation for Mental Health was created in 1948, 
to promote better human relations and to increase understanding 
among cultures, among nations, and among professions. It is the 


only voluntary international organization of its kind so broadly con- 
ceived. The federation grew out of and replaced an older body 
known as the International Committee for Mental Hygiene. By 
creating a body with a new name, it was hoped to express a broad 
conception of inter-disciplinary partnership in human relations 


rather than to lay primary stress on mental illness, and to emphasize 
the fundamental importance of planning for preventive work. 

The federation has consultative status with U.N.E.S.C.O. and the 
World Health Organization and is on the register of the Seeretary- 
General of the United Nations as a body to be consulted by the 
Economic and Social Council. 

The members of the federation are mental-health associations ahd 
professional societies.. These cover the major fields concerned with 
mental health, human relations, and intercultural understanding, and 
include medicine, psychiatry, psychology, cultural anthropology, 
sociology and social work, education, and nursing. There are 72 
member societies from 38 countries and the total number of tech- 
nieally trained people who are members of these associations of the 
federation approximates 1,000,000. Many individuals are also affili- 
ated with the federation as associates. 

Four International Congresses have been held to date. The first 
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two—in Washington in 1930 and in Paris in 1937—were under the 
auspices of the International Committee on Mental Hygiene. The 
Third Congress, held in London in 1948, had as its theme ‘‘ Mental 
Health and World Citizenship.’’ It was out of this congress that 
the World Federation for Mental Health developed. Since that 
time the federation has held annual meetings in Geneva, Paris, 
Mexico City, and Brussels. The Fourth International Congress on 
Mental Health was held in Mexico City on December, 1951. 

The lifth International Congress is to be held at the University 
of Toronto, August 14-21, 1954. The program of the congress is 
being planned to reflect advances in the mental-health field, and to 
assist in realistic planning for the future. The congress theme is: 
Mental Health in Public Affairs. 

Inquiries about the congress should be sent to The Executive 
Officer, Fifth International Congress on Mental Health, 111 St. George 
St., Toronto, Canada. 


lELLowsuiPs IN Crimp PsycnHiatRy AVAILABLE 


Fellowships offering specialized training in child psychiatry are 
available in a number of member clinies of the American Association 
of Psychiatrie Clinies for Children which have been approved as 
training centers by the association. The training begins at a third- 
year, postgraduate level, with minimum prerequisites of graduation 
from medical school, a general or rotating interneship, and a two-year 


residency in psychiatry—all approved. The majority of these elinies 


have also been approved individually by the American Board of 
Psychiatry and Neurology for a third year of training and for an 
additional year of experience. 

This training is in preparation for specialization in child psy- 
chiatry, and especially for positions in community clinies devoted 
wholly or in part to the outpatient treatment of children with 
psychiatric problems. At the completion of training, attractive open- 
ings are available in all parts of the country. Fellows receive 
instruction in therapeutic techniques with children in outpatient set- 
tings which utilize the integrated services of the psychiatric-clinie 
team. Most of the clinics have a two-year training period, although 
a few will consider giving one-year training in special cases. 

Fellowship stipends are usually in line with U. S. Publie Health 
Service standards—that is, approximately $3,600—as these stipends 
come mainly from the Public Health Serviee. Stipends sometimes 
are paid by state departments of mental health, individual clinies, 
and oeeasionally communities, paying for the training of psychiatrists 
who engage to work in these communities at the end of their train- 
ing. Special arrangements may be made occasionally to supplement 
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the stipends by taking on other responsibilities locally (¢.g., part- 
time work with the Veterans Administration, consultation to social 
agencies, and so on). <A limited number of training centers can offer 
higher stipends. 

The office of the American Association of Psychiatrie Clinies for 
Children acts as a clearing house for applicants. Application may 
be made through this office or directly to the individual clinics. In 
all cases, acceptance of applicants for training is by the individual 
training centers. 

lor further information and for application forms, write to: Miss 
Marion A. Wagner, Administrative Assistant, American Association 
of Psychiatrie Clinies for Children, 1790 Broadway, Room 916, New 
York 19, New York. 


UnirormM Data oN PsycuiatTric-CLinic OUTPATIENT SERVICES TO BE 
CoLLECTED BY NATIONAL INSTITUTE OF MENTAL HEALTH 


In an effort to meet the need for nation-wide statistical information 
on psychiatric-clinie outpatient services, the National Institute of 
Mental Health, in consultation with interested groups, is developing 
a preliminary report form for the annual collection of data in this 
field. Such information is unavailable at the present time. 

It is hoped that the collection of uniform data in this area will 
provide basic information to state, local, federal, and voluntary 
groups interested in mental-health services, as well as helping com- 
munities determine what additional mental-health facilities they may 
require. 

The basic facts to be sought by the institute will cover the geo- 
graphic areas served; the hours per week that the clinic is open; 
the number, age, sex, and diagnoses of persons served and the 
amount of service received; community services; professional staff 
members and trainees; and budget and source of funds. 

Present plans are to distribute the revised forms and instructions 
early in 1953, in order to have a nation-wide report initiated for 
the fiscal year 1954. 

A preliminary draft of the reporting form has been distributed 
for comment and suggestions to all state mental-health authorities 
and to national organizations. The National Institute of Mental 
Health would greatly appreciate comments from all organizations 
that are concerned with child or adult mental-hygiene-clinie serv- 


ices, or from professional groups engaged in these or allied activities. 
It is hoped that the comments and suggestions resulting from the 
critical review of the preliminary report forms by so many inter- 
ested groups will facilitate the development of a form that will 
be practical and yet serve the needs of participants. Interested 
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groups that have not received a copy of the preliminary report 
form should direct requests for the report forms to Dr. Morton 
Kramer, Chief, Biometrics Branch, National Institute of Mental 
Health, Bethesda 14, Maryland. 


VETERANS ADMINISTRATION OFFERS CoURSE IN PsYCHIATRY 
AND NEUROLOGY 

The Veterans Administration is instituting a four-month intensive 
training course in psychiatry and neurology to fit the needs of 
physicians without such previous training who are assigned to duty 
in 22 predominantly psychiatric hospitals. Physicians who have 
been engaged in general practice may request this training upon 
applying for a position at one of these hospitals. 

The course will be held at the Veterans Administration hospitals 
in Coatesville, Pennsylvania, and Palo Alto, California, with a joint 
Downey-Hines, Illinois, program near Chicago. Physicians will be 
employed at salaries commensurate with their training and expe- 
rience (salary range: $5,500 to $11,800 per annum) and assigned 
to the course with travel and per diem for the four-month period. 

Information and applications may be obtained from your nearest 
Veterans Administration hospital or regional office, or by writing 
ta the Chief Medical Director, Veterans Administration Central 
Office, Washington 25, D. C. 


UNIVERSITY OF, PENNSYLVANIA OFFERS ANNUAL CoURSE IN FAMILY 
LIvING AND SEX EpucatIon 

The eleventh annual course in Family Living and Sex Education, 
given at the University of Pennsylvania, is scheduled to begin on 
June 29 and to end on July 31, 1953. The course is sponsored by 
the University of Pennsylvania, and is given in codperation with 
the Division of Medical Services, School District of Philadelphia; 
the Public Health Service, Federal Security Ageicy; the “Pennsyl- 
vania State Department of Health; and the American Social Hygiene 
Association. It is intended for public-health workers, counselors, 
teachers, religious leaders, nurses, social workers, group leaders, 
and parents. 

The faculty consists of fifty distinguished teachers and lecturers, 
including Dr. Frederick H. Allen, Director of the Child Guidance 
Clinie of Philadelphia; James H.S. Bossard, professor of sociology and 
Director of the Carter Foundation, University of Pennsylvania; Dr. 
Norman R. Ingraham, Commissioner of Health of Philadelphia; and 
Dr. John H. Stokes, professor emeritus of the Medical School, 


University of Pennsylvania. 
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Dr. Norman R. Ingraham is the director of the course, with offices 
at 215 South 34th Street, Philadelphia 4, Pa. A limited number 
of scholarships covering tuition are available upon request. 


Forp FouNnpaTion MAKES GRANT FOR RESEARCH IN 
JUVENILE DELINQUENCY 

A grant of $200,000 has been made by the Ford Foundation to 
the Harvard Law School in support of the researches into the causes 
and treatment of juvenile delinquency conducted under the diree- 
tion of Professor Sheldon Glueck and his wife, Dr. Eleanor T. Glueck. 

In announcing the grant, Dean Griswold, of Harvard Law School, 
said: ‘“‘The Ford Foundation grant will enable the Gluecks to 
accelerate the development and validation of their diagnostic tests 
designed to reveal early tendencies to delinquency in children. If 
the tests are as successful as initial studies give promise, preventive 
and remedial measures can be taken while the children having these 
tendencies are still young enough to respond readily to treatment.’’ 

The grant was made by the Ford Foundation under a mandate 
of its trustees to support, as part of its over-all program, ‘‘scientific 
activities designed to increase knowledge of factors which influence 
or determine human conduct, and to extend such knowledge for the 
maximum benefit of individuals and of society.’’ 


ScHoot or Appuiep SociAL SCIENCES AT WESTERN RESERVE 
University Gets GRANT oF $50,700 


A grant of $50,700 has been made by the Russell Sage Founda- 
tion to the School of Applied Social Seiences at Western ‘Reserve 
University, Cleveland, Ohio. The fund will be used for a program 
to enrich the present curriculum at the School of Applied Social 
Sciences through closer relation of the social sciences to the practice 
of social work. The school will now be able to add a social scientist 
to its full-time faculty for an initial period of three years. Holding 
the rank of visiting professor of social science, the additional staff 
member will be a teacher and consultant both in the regular master’s 
program and on the doctoral leyel. The main function of the visiting 
expert will be to introduce into the applied-social-science curriculum 
current material and points of view from related social sciences, 
such as cultural anthropology, social psychology, political science, 
and economies. 

The new program at Western Reserve is scheduled to begin when 
the fall semester opens in September, 1953. Funds from the founda- 
tion will be given to the university over a three-year period. 

Dr. Grace L. Coyle, professor of social group work at the School 
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of Applied Social Sciences, has been named by Dean Margaret John- 
son to head the faculty committee that will work with the visiting 
professor in setting up the special program. 


ASSOCIATION FOR THE KEpUCATION OF THE MENTALLY HANDICAPPED 
Cuitp Gets Lang Bryant ANNUAL AWARD 

The Association for the Education of the Mentally Handicapped 
Child, of Milwaukee, Wisconsin, has been awarded the One Thousand 
Dollar Lane Bryant Annual Award for 1951, in recognition of out- 
standing volunteer service to their community. The presentation 
was made on November 17, at a luncheon at the Hotel Plaza, New 
York City, by Raphael Malsin, President of Lane Bryant, Inc., before 
a group of 300 leaders in social welfare, civic, educational, business, 
and publishing fields. 

The Association for the Education of the Mentally Handicapped 
Child is a group of parents who started a school for their own 
mentally retarded children, a school focusing not only on scholastic 
education, but on recreation and social development as well. They 
were recognized by the Lane Bryant Annual Award for their success 
in proving that such children are educable, in persuading their 
school board to inaugurate special classes for retarded children, and 
in influencing the state legislature to vote financial support of public 
education for them. 

This is the fourth annual award given by the Lane Bryant Com- 
pany, which established the award in 1948. 


FAMILY SERVICE SPREADING HELP TO Famities THROUGH 
OTHER COMMUNITY SERVICES 

Increasingly, family-service agencies are providing professional 
assistance to people and families ‘‘with a problem,’’ not only within 
the doors of the agencies, but through the facilities of other com- 
munity organizations. 

This trend toward extending counseling services through direct 
codperation between family-service and other health, and welfare 
agencies in a community was revealed in a study, by Information 
Service of the Family Service Association of America, of the 
special services offered in 1951 by the association’s 250 member 
agencies in some 200 cities. Last year the affiliate agencies of the 
association joined with 181 other community agencies in providing 
special case-work services. This compares with 108 such codperative 


sc 


special services provided by association members in 1949, an increase 


of 68 per cent. 
The largest group of agencies with which Family Service worked 
to bring help nearer to the people needing it were children’s agen- 
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cies—camps, day nurseries, and children’s homes—but ihey also 
included health agencies, such as clinies and hospitals; group-work 
agencies, such as Y.W.C.A.’s and settlement houses; homes for the 
aged; and homes for unmarried mothers. 

Besides these joint efforts in 1951, the family-service agencies in 
the association provided a considerable number of special services 
on their own. Some 85 agencies helped place children in foster or 
adoptive homes; 17 agencies maintained health services, such as dental 
or medical clinics or nursing services; more than 50 agencies pro- 
vided ‘‘homemaker services,’’ placing a trained home manager in 
a family when a parent was temporarily hospitalized or otherwise 
absent. Eighteen agencies had facilities for legal aid to persons 
who needed this help in addition to family counseling; 36 agencies 
offered such other special services as programs for the aged, help 
to immigrants or the blind, and family-life education. In addition, 
36 agencies operated institutions such as camps, children’s homes, 
nurseries, or homes for oldsters. 

The special services provided within agencies in 1951, however, 
showed only a slight increase over 1949 as compared with the strong 
movement toward extension of help to families through other com- 
munity programs. 


INPATIENT PSYCHIATRIC SERVICE FOR CHILDREN OPENED AT 
UniversiTy oF Minnesora MepicaL Scuoon 

In October an inpatient psychiatric service for children was opened 
at the University of Minnesota Medical School and Hospitals. This 
new unit will materially strengthen the over-all child-psychiatry pro- 
gram of teaching, research, and service that has been in operation 
since 1938. Expansion of the program was made possible by a 
legislative appropriation, which also provided for increased staff 
and stipends for training in child psychiatry. A position as instructor 
is available for a qualified physician desiring an academic career. 
Those interested should contact Reynold A. Jensen, M.D., University 
of Minnesota Hospitals, Minneapolis, Minnesota. i 


Discussion Meetines ror Foster PARENTS 


The special nature of many problems faced by foster parents who 
provide boarding care for children temporarily away from their 
own homes has been disclosed in a unique, state-wide program spon- 
sored by the State Charities Aid Association of New York, which has 
just reported on the program’s first year of operation. 

The program was built around discussion meetings at which foster 


parents, under trained leadership, talked about the problems con- 
The association also announced the publication of 


fronting them. 
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a booklet, Step by Step, for the guidance of lay and professional 
groups who are interested in holding similar meetings to help foster 
parents in their communities. 

During the year, the association reports, 54 such meetings were 
held in 17 communities of the state, with a total attendance of 
more than 2,500 foster parents. The meetings were arranged by 
local civic leaders and child-caring agencies, with assistance from 
the staff of the association's state committee on children and public 
welfare. 

Miss Helen Van O. Kerr, executive secretary of the association’s 
state committee on children and public welfare, said that man) 
additional communities are planning to undertake the program and 
that by next fall discussion meetings will have been held in about 
half the counties in the state. The state .committee’s services are 
being financed by grants from the Doris Duke Foundation and the 
Grant Foundation, and will continue for another. year. 

Typical of the questions asked at the meetings by foster parents, 
the association reports, was ‘‘What can we do to make the child 
feel more at home in the community of the foster parents?’’ <A 
typical answer olfered by other foster parents was, ‘‘ Encourage him 
to join group activities such as the church, Scouts, 4-H, etc., because 
in group activities he can gain merit on his own and be a part of 
the community.’”’ 

Another typical question was, ‘‘What can we do when neighbors, 


playmates, and sometimes even teachers ridicule the foster child 


because he is not living with his own parents?’’ One answer was, 
‘‘T think we should let the community know, through civic and 
chureh groups, just how much lasting harm this does to the children.’’ 
Another foster parent said, ‘‘I think if we give the foster child 
knowledge of being loved and wanted, he will develop a feeling 
of security and importance in our home so that he will not feel 
hurt and resentful.’’ 

The association reports that many of the situations discussed by 
the foster parents had to do with behavior problems that are common 
to all normal phases of childhood and adolescence, but that some 
times seem more serious to the foster parents because the children 
are not their own. As one foster mother said, ‘‘Sometimes when my 
foster child does something particularly irritating, I feel like calling 
the case-worker and saying ‘Come and get him.’ Then I realize 
that if he were my own child, I would just have to accept it and 
try to do something about it, so I soon get my perspective back 
and understand that his behavior was pretty normal for a child 


his age.’ 
An important result of the program, the association said, has been 
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to make local communities more conscious of the ‘‘fine work foster 


, 


parents are doing.’ 
The booklet, Step by Step, in explaining how local community 
groups can set up and carry out a series of discussion meetings 


for foster parents, also lists films, recordings, and pamphlets that 
are helpful in carrying out the program. It is available at 25 cents 
a copy from the State Charities Aid Association, a voluntary citizens’ 
organization, at 105 East 22nd Street, New York 10, New York. 


Duke UNiversiry PsycHiatrists INVESTIGATING BLACK Maaic 
AND HEXES 


Duke University psychiatrists now are grappling with ‘*‘ black 
magic,’’ and ‘‘hexing spells’’ in particular, according to a statement 
recently issued by the university’s bureau of public information. 

Dr. Vernon Kinross-Wright, Duke neuropsychiatrist, has urged tlie 
Southern Medical Association to take a closer look at black magic 
and hexes. The majority of hex victims have serious mental illnesses, 
he declared, but some do not. 

For instance, a thirty-two-year-old man recently came to Duke 
Hospital suffering from gripping pains in his stomach. He couldn’t 
eat, and his thirst was excessive. Ile believed that he was intended 
to die of starvation, imagining that he had been ‘‘spelled’’ by a 
local magician for having cheated a partner in a business deal. 

He came to Duke because he had heard that the psychiatrists 
could hypnotize people and ‘‘take things off their minds,’’ but’ he 
reserved the right to visit a ‘‘econjure man’’ in a nearby city before 
Duke doctors actually treated him. 

‘*T heard some three weeks later,’’ Dr. Kinross-Wright said, ‘‘that 
the hex has been successfully removed and the patient is in good 
health.’’ 

This man was not a severe mental case and could not be called 
such, the Duke doctor declared, unless the same label were put on 
most of his friends and relatives who confirmed the alleged hexine. 

‘A man who thinks he has been placed under the inftuence of a 
spell is not in a normal state,’’ the Duke neuropsychiatrist said. 
‘He must, of course, be highly suggestible and must also have 
committed some act that makes him feel guilty.’’ 

Duke doctors can only try to explain to such patients the absurdity 
of their beliefs. They cannot throw up their hands in despair and 
give up trying to understand hex victims. In most cases, the doctor 
can understand and help if he has enough patience. 

Psychiatrists see a very small percentage of hex victims, but, stated 
Dr. Kinross-Wright, ‘‘I know from experience and from what I 
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have been told by other patients that there are many cases of real 


or imaginary hexing which go unrecognized.’’ That is, many of 
these patients go to general doctors with complaints of mental or 
physical illness, but they do not tell the doctor about the alleged 
hex and the doctor does not recognize the symptoms. Other victims 
just go from one conjure man to another, playing a kind of ‘‘hex, 
counter-hex’’ game. 

A twenty-four-year-old man came to Duke Hospital a few years 
ago complaining of stomach pains and nervous spells during which 
he nearly choked. He had lost a great deal of weight, having 
been ‘‘bewitched’’ through a rival suitor. He said the hex was 
placed upon his well and was working through his drinking water. 

‘“Newspapers got hold of the story and he became a _ national 
figure,’ the Duke doctor recalled. ‘‘A New York hypnotist was 
flown down to see him, unfortunately arriving the day after he had 
been cured by a local magician. 

‘‘For publicity purposes, he was rehexed and cured on the spot 
by the visiting fireman! 

‘Modern urban cultures regard those who express such ideas of 
Dr. Kinross-Wright continued. ‘‘But cul- 
tural change lags far behind, particularly in isolated rural regions 


’ 


influence as psychotie,’ 


in the South, and such ideas are not to be lightly dismissed as erazy.’’ 
The healing power of the ‘‘counter hex’’ by a conjure man appar- 
ently is so great, Dr. Kinross-Wright told the Southern doctors, that 
‘*T do not believe we should reject it as mere mumbo-jumbo. 
‘‘Let me urge you to more careful consideration of the meaning 
of hexing spells. It will promote better understanding of the patient- 
perhaps preventing unnecessary investigation and treatment.’’ 


Dr. Ropaers Aprointep Director oF BINGHAMTON STATE LHosprraL 


The appointment of Dr. Arthur G. Rodgers as director of Bing- 
hamton State Hospital has been announced by Dr. Newton Bigelow, 
Commissioner of Mental Hygiene. Dr. Rodgers succeeds Dr. Hugh 
S. Gregory, retiring director, and will take office January 1. He 
goes to Binghamton from Central Islip State Hospital, where he 
has been assistant director since December 1931. 

Dr. Rodgers was born in Watervliet in 1892. In 1915 he graduated 
from Albany Medical Coliege and began interneship at Troy Hos- 
pital, since named St. Mary’s, in Troy. He entered state service 
at Willard State Hospital in 1916, and the following year became a 
staff member at Hudson River State Hospital. 

From March, 1918, until June 30, 1919, Dr. Rodgers was in 
military service, a captain in the U. S. Army attached to the 62nd 
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Division of the British Army serving in France and Belgium, and 
with the Army of Occupation in Germany. After his war service, 
he was in private practice in Troy, until, in December, 1921, he 
joined the medical staff at Veterans Administration hospitals first 
in Philadelphia and later in New York City. He returned to state 
service as assistant physician at Hudson River State Hospital, remain- 
ing there until his appointment as assistant director of Central Islip 
State Hospital in 1931. 

Dr. Rodgers is a diplomate in psychiatry of the American Board 
of Psychiatry and Neurology, a fellow of the American Psychiatrie 
Association, a fellow of the American Geriatrics Society, and a mem- 
ber of state and local medical societies. 


NATIONAL LEAGUE FOR NurRSING APPOINTS PSYCHIATRIC 
NuRSING CONSULTANT 


Appointment of Kathleen Black, R.N., as Psychiatric Nursing Con- 
sultant and Director of the Psychiatric and Mental Health Nursing 
Project, has been announced by Anna Fillmore, R.N., General 
Director of the National League for Nursing, of 2 Park Avenue, 
New York City. In announcing the appointment, Miss Fillmore said: 

‘‘In view of the appalling ldck, both in numbers and quality, of 
nurses and attendants prepared to give adequate care to the mentally 
ill, Miss Black plans to participate in local, state, and national 
activities aimed at improving the nursing care of psychiatric 
patients. Upon request, Miss Black will provide consultation, infor- 
mation, and advice to individuals, schools, and other organizations 
interested in psychiatric nursing. She will also organize and take 
part in conferences, workshops, and institutes to help nurses and 
others improve both psychiatric nursing service and educational 
programs in psychiatric nursing for nurses, attendants, aides, and 
technicians, ’’ 

Miss Black’s psychiatrie nursing experience, extending over more 
than twenty years, has included service in public and private hos- 
pitals in the United States and Canada. She has organized and 
taught in educational programs for aides, nurses, and basie and 
gvraduate students in nursing, having been associated successively with 
hospitals in Ontario, Canada; Sheppard and Enoch Pratt Hospital, 
Towson, Maryland; the University of Chicago clinics; the Cook 
County (Illinois) Psychopathic Hospital; Teachers College, Columbia 
University; the Menninger Foundation, Topeka, Kansas; and the 
University of Minnesota School of Nursing. 

A graduate of Ontario Hospital, Whitby, Canada, Miss Black 
received a certificate in teaching and supervision at the University 
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of Toronto; a B.S. degree in nursing education at the University of 
Chicago; and an M.A. in nursing education at Teachers College, 
Columbia University. 


AMERICAN SociaL HyGieng Association Appoints DIRECTOR 


Announcement has been made of the appointment of Conrad Van 
Hyning as executive director of the American Social Hygiene Asso- 
ciation. He succeeds Dr. Walter Clarke, who retired last June after 
almost forty years with the American Social Hygiene Association. 

Mr. Van Hyning, formerly general director of the National Trav- 
elers Aid Association, has had long experience in various health and 
welfare agencies. He was director of publie welfare for the District 
of Columbia and was assistant executive director of New York State’s 
Kmergency Relief Administration and New York City’s Welfare 
Council. He has taught public welfare and community organization 
courses at both City College and the New York School of Social Work. 

As director of Community War Services in the Caribbean area 
during World War II, Mr. Van Hyning negotiated with foreign 
governments and island possessions of the United States to assure 
satisfactory protection of the health of American service personnel 
stationed in Puerto Rico, the Virgin Islands, and South America. 
He also worked with military and civil officials to provide adequate 
recreation for service men and to prevent the spread of venereal 
disease, 

After the war, Mr. Van Hyning headed U.N.R.R.A.’s welfare divi- 
sion both here and in Europe. Later, he reorganized the displaced- 


persons program, directed repatriation, and consolidated U.N.R.R.A.’s 


activities with voluntary and other international agencies. 


OFFICERS ELECTED BY THE PENNSYLVANIA PsycHIatTRic Socrery 

At the Fourteenth Annual Meeting of the Pennsylvania Psychiatrie 
Society, the following were elected as officers for the year 1952-53: 
president, Philip Q. Roche, M.D., Philadelphia; president-elect, Fred- 
erick H. Allen, M.D., Philadelphia; seecretary-treasurer, M. Royden 
C. Astley, M.D., Philadelphia. 

Plans were laid for two new departures in society activity, the 
first calling for a week-end spring meeting with a well-organized 
scientific program; and the second providing for all-day consulting 
sessions, using visiting psychiatrists at various medical centers. 


ANNOUNCEMENTS OF MEETINGS 


The American Psychosomatic Society has changed the dates of its 
coming annual meeting. Instead of taking place in May, the meeting 
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will be held on April 18 and 19, 1953, at Chalfonte-Haddon Hall in 
Atlantic City. 


The American Occupational Therapy Association will hold its 
Thirty-Sixth Annual Conference, November 13-20, 1953, at the Sham- 
rock Hotel, Houston, Texas. 


CURRENT PUBLICATIONS 

The first three in a series of booklets on ‘‘ Realistic Educational 
Planning for Children with Cerebral Palsy’’ have just been issued 
by United Cerebral Palsy as part of its over-all national program 
for helping the nation’s palsied children. Fourteen prominent edu- 
cators, all of them specialists in the field, have combined their talents 
as volunteer members of United Cerebral .Palsy’s educational 
advisory board to produce the series, which will total nine 
pamphlets. 

Outlining the purpose of the study, the chairman of the eduea- 
tional advisory board, Maurice H. Fouraecre, Ph.D., head of the 
Department of Special Education, Teachers College, Columbia Uni- 
versity, New York, states in the preface to the first pamphlet: 

‘*The need of a special educational program for children handicapped 
by cerebral palsy has beeome increasingly evident during the past two 
decades. Medical research has revealed that these brain-injured children 
present unique problems in development, learning, and adjustment. Plan 
ning to meet their educational needs requires knowledge and training 
beyond that utilized in working with children with orthopedie handicaps 
which do not involve the central nervous system, 

‘‘The purpose in preparing this pamphlet, ‘FP alistie Educational 
Planning for Children with Cerebral Palsy,’ has beex to make available 
the experience and thinking of professional workers in this field of 
education in response to the growing demand for information and 
guidance in setting up educational programs for these children, This 
is the introduction to a series of brochures, cach dealing with one 


specific phase of the program in greater detail.’’ 


In the foreword to this pamphlet, Leonard H. Goldenson, Presi- 
dent of United Cerebral Palsy, praises the work of the volunteer 
edueational board as a ‘‘nionumental accomplishment,’’ and points 
out that the study is ‘‘unlimited as to age periods, and the authors 
have wisely considered the educational problem from the earliest 


impressionable years up to college for those of college caliber.”’ 


The philosophy of education for children with cerebral palsy and 
the important preliminary steps to be taken are treated in Pam- 
phlet No. 1 of the series. 

Pamphlet No. 2 deals with the pre-elementary-school level, and 
No. 3 of the series covers specialized problems of the elementary- 
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school level. Additional pamphlets will deal with six other special 
phases: mentally handicapped children with cerebral palsy, second- 
ary-school level, college level, psychological evaluation and counseling, 


speech therapy, and teacher training. 

Copies of these pamphlets are available, without charge, for 
libraries, schools, teachers, and professional personnel concerned in 
the education of the cerebral palsied. Requests should be addressed 
to Dr. Maurice H. Fouracre, United Cerebral Palsy, 50 West 57th 
Street, New York 19, N. Y. 
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